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HEALTH ASSISTANCE FQR LOW-INCOME 

CHILDREN 

^ --.-^ d 

MONDAY. JUNE 25. 1979 ^ 

US. SKNAm 

Subcommittee on Health 

% OF THE CtoMMrmCE ON FINANCE, 

• \^ Wa^hif^on, DlC 

The subcommittee met, , at 2 p.m., pursuant to notice, in room 

2221, Dirksen Senate Office Buimin«, Hon. Herman E. Talmadge 

(chairman of the subcommittee) priding. 
Present: Senators Talmadge, Bradley, Ribicoff, Dureilberger, and 

Heinz- ' , . -J iOAA 

[The press releasee announcing this hearmg and the mil o. 1^04 

follow:] - • 

SuSCOMIilTTEK ON HtAl^TH SCHXDlUtES HsAKING ON CmtO HEALTH* 

The HonoriO*!© Herman E, Talmadge {^., Ga^VChainnan of the Subcomftiittee <^ 
H^Uh of the Coramitt«« on Finance, announced today that the Subcommitte© will 
hold a hearing on Monday afternoon, June 25, 1979 on a proposal to expand health 
a«ii*tance for low-income children. ^ . ^ 1 

The hiring will begin at 2:00 P.M,, Monday, June 25, 1979 la Room 2221 Dirkten 
Senate Office Building. ^ , - u' u *i 

Senator Talmadge 'There are a variety of Federal programs which currently 
provide some type of health care Mervices to mothers and children. Howwer, popula- 
tion groups Urgeted for a«ai»tance by theae programs often overlap, r^ultmg in 
cqnfuaion and duplication. Moreover, many eligible persons are left withdut »erv- 



icets 



"One of the major Federal programs providing child health service* is Medicaid a 
Early and Periodic Screening, Diagnosia and Treatment (EPSDT) program. Ai^ 
though <hi« program ia intended to Mjrve all children under age 21 who are eligible 
for Medicaid, only about 2 million of thek. 11 million eligible children are being 

^Pendim? before the Committee is S. 1204, the Administration's Child Health Care 
A4>«eiiam^U Program (CHAP). CHAP would replace the current. EPSDT program 
with an expanded Vrogram of medical services to a greater proportion of low-*coroe 
childpen and pregnant women. ^ u ^ ... 

In addttipn to testimony on S. 1204, the Chairman stated that the Subcommittee 
would be l^laaadd to receive auggeations on improvement* in and coordination of 

existing programs, . , . • , . ^ . ^ * r 

Rtqums U) /i^h/v. -Senator J^almadge stated that witnesses deaint^ to t^fy 
during this hearing muat makan)i^ reou€^ to testify ^ M^ch^el Stem.Jst^T 
Director. C^mmitt€« on FinanceV»#|ii 2227 mrksen Senate Office Building, Wash- 
iiwton, D C. 20510 not later than Moilday. June 18, 1979. . . ..^ 

^n»lor Talmadge said that becao^ a large number of requeata to testity are 
anticipate, the CommitU^ will not be able to schedule all those who request to 
t^tify Thoise persona ;kv>io are not scheduled to appear in person to pre^nt oral 
testimony are invited .to aubmlt written atatementa. He emphasized that the views 
. presented in such written statemenU will be as carefully conaidered^by the Commit- 
tee aa if they wer«^ presented orally.' ^ , ^ I ..1. 

All parties who are scheduled to testify orally are urged tp comply with the 
guideline^ below: ^ ^ , 

(1) 



0^' 



u*t.mony, and.to liin.t th«,r oral pre«,nt^tion* to brief aun, mar ies of 

=E?;sSf ^^^^^^ 

^t^»"J'1.*'' °" " Monday or Tuesday, he must file hUwritten s^te^nl 

A^u '^T'"'*'^ PrBc^linl hi«^appearanc! statement 

- must include with their written statement a summirv of 

' P|l««;'Pa! points included in the statement, "» summary oi 

Ja sUtement* must be typed on letteruize paper (not Ie«al size) 

, ^ iiubmitted to the dommitt*e ^ 

-I L - ^ to r«ad their written statements to the Committee but 

w; minutes will be allowed for the oral summary . ■ 

J^i n«wo« who tail to comply with these rul^ will forfeit their uri vi S to te»Ufv 
WntUn HtatrntenU-Witnmms who are not scheduled for oral pSLSon and- 
.1^"* to present a sUitement to the Comp^ittee. are ugS^to p^Sa^ a 
wntton p<wition of their views for submisKon and inclusion in thrre^^d^^Th^ 
heannK« Statements submitted for inclusion ill the Should L^writi^^^ 

Juiy y. U79 to Michael htern. Staff Director. CommiHee on Finance Room 2227 
Dirluen Senate CHTice iJuiidin^f. Washington. D,C, 20510 ' ''"^^"ce. «oom iZi7 
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To JttreiMSthen tuid unpro^ Ea^dkm^i lervk^ji to iow-isicoin* childmni tt^ pregimil' 



* fN-THE SENATE OF THE UmTED STATICS 

^ . May 22 (le^piltiivc d»y. May 21). 1979 
Me. Kmcotf (for hmmU, Mr, Dankomth, Mi^/fiitADLiiY/Ur, Baucus, Mr, 
HsiNii, Mr JAyiTM, aini Mr. Moynihan) introduc*^ the {ollowlng IwU; 
whicb WM re*d twk« awJ referred to ih« ConunitUe ^ B"Hn*oc« 
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' A PILL 

To strengthen and improve medicaid services to low-income 
children and pregnimt women, and for other purposifs. 

1 Be it €7iacted by the Senate and House of Representa- 

2 lives gf jhe United SiQtes of Amenca in. Congress asserfibled, 

3 f mour T4TLE; EEFEUBNCE TO ACT 

4 SectioncI^ ik) This Act may be cited as the *'Child 

5 Health Assiirance Act or 1979'\ * ^ ^ ^ 

6 (h) Whenever in this Act an amendment or repeal is 

7 expressed in terms of an amendment to, or repeal' of, a sec- 

8 tion or other pro\nsion, the reference shall be considered to 



ERLC 



1 be made to a section or other pro\ision of the ^Social Security 

2 A^L . ."^ 

3 * ^ \ POKl^SE ' 

4 ' Sec. 2. The purpose of this Act is to brokden medicaid 

5 H»ligibility for children and pfcgnant women, and to improve 
^ the delivtyy of preventive and other health care ser\lC€s to 
7, children under medicaid — 

8 (1) to Increase the number of needy ' children and 

9 prt^gnant women eljgiJ^ile foi^ medicaid coverage; 

10 (2) to re|4iij(^^e e^I^ and peri6dic|ereening, di'-"^ 

1 1 agnosis, and tri^^^tmiefht^ W v^ith a. strengthened 

12 ' ^ child health assur^cepK^am: 

13 {3) to encoui'a^'participation in th^ medicaid pro-' 

14 gram of providers willing to assume responsibility for 

15 eompt'ehensh^ continuing primary and preventive 
U\ \ health ca^^ of indii^ndual children; 

1^ ^ w to Require more comprehensive medicaid cov- 

18 er^ of needed health services for eligible children; 

19 and ^ ' . 

20^ (5) to, provide incentives to States to arrange for 

21 and encourage quality health care for children. 

22 TIJLK I-CHILD HEALTH ASSUILVNCE PROGRAM; 

23 MEDICAID ELIGIBILITY OF POOR CHILDREN 

24 MEDICAID ELIGIBILITY OP POOB CHILDSBN 

♦ i 

25 Sect lOL (aKD Section 1902(a){10KA) is amended— 



5 

• % . ■ 

r (A) by inserting the clause designation .'TO" a^ter . 

2 the clause designation **(A)*', and 

3 , 3) by adding at the en^ tha»^foyowiBg: 

4 ^'(ii) for making medical assistance ayailable 

5 to any. individual uud^r the ag§ of 18 (or, at the \^ 

V .... ... 

6 option of the» State, to any individual imder Uie * 
^ 7 age of 19, 20, or 21) whose resources (including 

8 * resources ^f his family) meet ^e j'esource% 

9 test of eligibility for medical assisUnce under the 

10 State plan approved under this title applicable to " ^ 

11 a fanaily .wth dependent ^hildrepi and whose 

12 * income either (2) meets the j^come test of eHgibil- 

13 ity for medical assistance under such plan applica- 

14 ^ hie to a family wiUi dependent children or (11) 

15 does iiot exceed 55 per centum of ^ the amount es- 

16 ' . tablisLed for an individual or for a family of that 
17, Bize, as appropriate, by the income poverty gui^e- 

18 'lin^s for the nonfarm population of the United 

19 States as prescribed by the Office of Management 

20 and Budget (and adjusted annually) pursuant to 

21 section 625 of the Eccmoinic Opportunity Act of ^ • . 

22 * 1964;", * ' • , 

23 ^2) Sefct^ons 190S(aKl),. 190S(fK4KC), and 1905(^ are 

24 amended by striking but ''section 1902(aKlOKA)'' and insert- , 

25 ing instead "secUon ^^2(aKlOKAKi)" eich place it appears. , " / 
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1 (b^) Section IdOSCb) ii amanddi by striking out cUmse 

2 (2) and redeiiguitting clauses (S) and (4) as clau56&^(2) and 
8 (3), respectively. , 

4 (2) Section 190S(a} is amended in cUuse (ii) strikii^ 
6' W *S except for section 406(aK2),", 

6 (e) Section 1902{aKl7) is amended in clause (B) by in- 
7 . serting immediately after '^^cept for income and resources'' 

8 the following: **or family composition", 

9 CHILD HEALTH ASSUSANCB PSOGSAM (CHAP) 

.10 Sec. 102. (&) SecUon 1902(ft) igynended— 

11' . il) by striking out "and" after paragraph (39), 

12 , (2) by striking out the period, after paragraph (40) 

13 and inserting instead and" and ' ^ 

14 (3) by adding after paragraph (40) the following 
"^5 ' new paragraph: 

18 ''(41) provide for a child health assurance pro- 

17 gram in accord^ee with section 1913/\ " 

18 (b) Title XIX is amended by adding at the end thereof 
),9 the following new s^ection: 

20 *'cmLD HEALTH ASSURANCE PE6GSAM (CHAP) 

21 $ '*Sec, 1913, A child health assurance program! under 

22 this section shall gieettne following requirements: 
ft 

23 "(a)Cl) The program must assure the availability, tQ 

24 each child efigifaie under section 1902(aKl3Kui) to rfeceive 

25 such services, of child health assessments in accordance with 
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1 Uui subsection, U such periods aird includiug such services 

2 ami procedures appropriate for^M. individual of his aa the 

3 Secretary shall ipecify^in regulations^ inr order to determine 

4 the child's health ata^ and to idemify he&Uh problems. 

5 ''(2) 6hild health aaaesspieota may be provi^^ under 

6 thia subsection only by an eligible provider (as determined 

7 under sub$eetion (e)) who enters into a written agreement 

S with the single State agency (in accordance with standards 

9 estabUahed by the ^retajy) to do the foUowii^: 
♦ 

10 **<A) To p^vide timely and appropriate chifd 

11 health^ assl^ents to individuals eligible under the 

12 State plan to receive such assessments; (hereinafter in 

13 this section .referred to as 'eligible individuals')* 

14 *'(BKi) To provide directlp to eligible individuals 

15 whom it has assessed sucli basic diagnostic and treat- 

16 ment services (including immunization against , child- 
17. -hood diseases) as the Secretary shall specify hi regula^ 

18 tions, or 

19 *'(iiXD To refer eligible mdividuals whom* it has 

20 assessed promptly to other health care providers for 

21 * the provision of- the ^ic diagnostic and treatment 

22 services specified in clause (i), and (H) to provide to 

23 such individuals foUowup services to msure the timely 

24 and appropriate provision of the services, for which 

25 such a referral has been made, or to furnish to the 
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single Syue agency such information as that ^Mgency 

2 detennines to be necessary to allow 'foUowup on the 

3 provision of needed services. 

4 ' "(C) To naake such reftorits as the single State 
agency and the Secretanj maXrequire to assure com- 

6 pHance with the written agreement and with the re- 

7 ' quirements of tins' sectidnu 

8 "(3) The pro^^ must assure that the State agency 

9 assumes responsihility' for the nxaaagement of the medical 

10 care of each assessed ehilf, including foUowup on the provi- 

11 sion of needed care and services, and scheduling for and pro-' 
12. \nsion of suhsequent periodic child health assessments, lyiless 

13 the child health assessment provider or the continuing care' 

14 provider has assumed such responsibility. 

15 "(bHD The program must provide for participation in 

16 the program uij^er this title by providers of continuing care 

17 for children in accordance with this subsection. . 

18 ' "(2) Contiimijig care under this subsection may be pro- 

19 vided by a qualified provider, (as determined under subsection 

20 (e)) who enters into a written agreement with the single 

21 State agency to do the following x^-ith respect to a specific ^ 

22 eligible indijndual.' 

33 / "(A) To provide^ child health assessments in ac- 

24 cordance with subsection (aX2}(A), 
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{ ' * To pmidiBrcontinXiUHE tiisgnosis and freat- 
2 ■ ment'?fervice» in accorOance with suh^ecUon' {aK2)^i); 
3 ' and to.ni^e all reports required pursuant to 8U^se<stion 

V (aKSKC). ■ ' . . . ' ; . . 

5 , "(C) To m&nag©^ &e medical care of such iudiyid- 

6 u&l to assure that all niscess&ry medieal ^Mceu which 

7 are provided upder the State plan are made available. 

8 in a -timely manner, and to assure that, reassessments ^ 

9 are performed on a "timely and periodic basis, as re- 

10 quired by the Secretary ip regulations, 

11 ■ "(D) To provide continuing primary and preven- , 

12 tivo care fmcluiUn^ such care and services as the Sec- 

13 retary may specify in rejpdations), and to be reason- 

14 ably available on a continuing basis for delivery of^ 

15 services," . 

16 "(3) States shall makr^paymonts to continuing care pro- 

17 viders f<^ sert-ices provided pursuant to paragraph (2) in ac-^ 

18 cordance with methods and standards meeting such require- 

19 ments as the Secretary may by regulation provide. The Sec- 

20 retary may establish minimum reimbursement levela*^which 

21 may be uniiorarnationally or may vary by State or region), 

22 may permit or require payment based on a prospectively de- 

23 tennined capitation rate, and pajmcnt on a periodic basis, 

24 and may pennit or require other payment mcentives. 



1 ' "{c) Tha pro^rmm must assure th&t SuUe ^ncy (1) ^ 

-, ■ » • 

2 Asgume^ responsibiUty for ft^suring that til children of whom * 

3 it hail k&owIe%e eligible for larvices tin^r the^piaa'^sie in* 

4 fonni3ii o! the i)ee4 for and avkilability ol dentaTs^rvices, aspd 

5 are referred to providers of such, care and ^rvices on a 

6 timel/ and periodic ba&ia^ and (2) w3i prepare a list of den- 

7 tists providing Services ui^r the plan, whkh it shall update 

8 regularly and provide at least' ann^^tally to all such childreiL 

9 • "(d) The program must provide for outreach to individ- 
10 u&ls «el!gible for asses^enti under this subsection*' Outreach 
i 1 under this iubs^tbn indudes such activities as the Secretary 

1 2 may permit or require^ b^t ntust include ^ntifying and looat- 

13 iug families of el^ble children and informing tha^i of the 

14 availability of assessments^' continuing care» and other child 
15-* hualth services, ^ 

16 **(eXl) Providers of child health sssessinent services 

17 under subsection 4a) and continuing care sejrvices under sub* 

18 section (b) shall include primary health care centers funded 

19 * under the I^ibiic Health Service Act Uncluding community 

20 health centers and m^rant health cen^^rs); maternal aftd 

21 infant care projects and children and youth projects 

22 under title V of the Social Security Act; facilities delivering 

23 ambulatory health ^eryices operated by the Indian Health 

24 ^ervig;^; State health departments and other State an^ local 
governmental entities; schools; rurat health fcKnics; health - 
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1 in4iateiumce drggjuxatois; physicians; a53 such other jgro** 

2 vider« '&« m&y b€ ,i^ifi^ by the Secretar/ m j-eguktioos. 
^ * "(2) The St4le agency shiUI enter into a written agree- 
4 ment under subs4M!tion (a) or (b) with any provider itpecified 
5 " ib paragraph (1) unless it reasonably determines with respect* 

6 to a specific provider, in accordance with fis^ta standards and 

7 procedures as, the Secretary nmy prescribe, that such proyid- 

8 er will not satislactorily provide the care 'and ^rvices re- 

9 quired under such subsection. ^ 

10 *'(0 The Secretary may by regulation require that ail 

11 providers of child health assessments and other ambulatory 

12 (^d health c^e services und^r this- titl^ ^or all proviaers 
'13 within reasonable classifications of such p^o%'iders) submit 
^ 14 uniform reports.and^se uniform 4^ forms.". ^ 

15 BEQUIBED COVEEaW FOR CHIU)BEN 

16 • 4ec, 103, (a^^ Section 1902(aXl3) is amended by insert- 

17 ing at the end of clause (A) the following new clause: 



18 


'^(iii) in the casl6 of apy individual under the 


19 


fge of 18,^(1) for inclusion of the care and serv- 


20 


ices listed ii? clauses (l),/(2), ,(3), (4)(BKi), and ^(5) 


21 


of, sectio!^ 1905{a) without limitation on the 


22 


amount, duration, or scope of medical assistance, 


23 


(ID for ixu^lusioa of tKa-oare ^d serviced listed in 


24, 


clause (4KBKii} which may not be less In amounti 


'25 


duration and , scope than mmutltiin 1|mi^:*which 


. . S. 1204- 





1 * . the Secjrfitary may prescAe, aad (IID for iaclu- 

2 . %\on of the car^ &|id iervifces , listed in clause 

4 '(b) Clause, (1) of gecUon l!902(a^tt)) 14 amended by xn-^ 

5 serting ^'aad the making available of the services described Ui 
G d$iuse Oil) of paragraph 4 13XA|| to individuals meeting the 

7 requirements prescri^d thereU"^, af|er "section i905{a)V. 

8 (c) Section lSM)5(aX4KB) is tended to read' as follows: 

; i . 

9 (B) the following services for hidividuals und^ the age of 

10 18 (and, where the State exercises the option under section 

11 l902(aKiOKBHii), to'individuais liidor the age^of 19, 20, or 
.1H^21): (i) child health assessment services and continuing care 

13 8er\'ices provided in accordance wim^tion 1913, mmmni- 

14 stations, prescrilKjd drugs.and insulm,\diagndsis and treatment 

15 of vision and hearing problems, including hearing aids and 

16 eyeglasses, (ii) ambulator)^ mental health services delivered in 

\ ' 

17 centers funded under the Community Mental Health Centers 

■> " \ 

18 Act or meeting standards established by Ae Secret^fy in reg- 

19 uiations, and (iii) routine dental eaixe and se^ces (^vhich shall , 

20 include oaij iiagaosti*};, preventive, restoi^tion, anS emer- " 

21 gency dental services);", \ 

22 , TUEATMKliT OF COmYMENTS FOB CHJLDBBN 

23 ^3ise. 104. (a) Section 1902(aK14KA) is afflonded by in- 
2^ ms<mg irameOiately after "paragraph ^lOKA)" the following: 



'f ■ ■ ■ . . . / 

IS ^ 



1 or vyho are eligible for medical asaistaace under the State 

2 plaii purs\iant to paf^aph (ibHAKu)". . . 

3 > (b) By idding after subparagraph (B) the following, mw 

4 iaibparagraph: * ^ 

5 * ii> tKie case of individuals under the age 
G ^ of 18 and individuals eligible tor' medical, assist- 

7 ance under the State plan pursuant to paragraph 

8 (iOKAKii), no eiu-ollment fee, premiiim, deductible, 
9. • cost sharing, or similar charge with respect to any 

10 of the care and services ii^t€id in section 

Ih 1905<aK4KB) may be,iinposed under the plan;". 

12 CONTINUATION OF ^UGIBILITY 

13 Sec. 105. Section 1902(e) is amended— 

14 . (1) by inserting after /;(e)'V ^ 

15 . (2) in subsection "(eKi), ag redesignated; by^delet- 

k > ^' . ^ ■ ■ ■ 

IG ing while a mem|)er of feuch family is employed,"; 

17 ■ and ' , ^ ;^ ' 

18 (ij) by adding at^£he end thereof the following new 

19 paragraph: 

20 '*{2) Notwithstatidir(g any other provision of this title, 

21 eii^h State *plan aj^proved uno^iiihis title must provide that 
i>2^ any individual under tho^^e pf 18 <or, af State option; any 
21 individual under th6 age of IS; 20, of 21) whcrliecomes jneli- 

24 gible, because of increased income from employment of hi^- 

25 self oj) iiis family, for medical assistance under^the State jplan^ 



17 



1 shft^i. noqetheiegs, remain eligible for all me4ical-&sw«taace 
• 2 provided under the State pljji to gucji inSividuaJs , until the 
: 3 . ena of the 4|caIend&r-moQth period beginning with the-month V 

4 fol]o>fc-iii|j^ th^ month ia wUjeh 'Oi^' individual beciwne ^ 

5 ineligible," , 

^ i'EDEKAL EEIMBUBSEMENT ' ^ , 

7* Sec/ 106. (a)<Notwithstandiag any provislion of Section 

8 1903 of the ^ial Security Act, for th« first calcsp^ar quarter 

9 beginning at least six mpnths ^ifter enactment of this Act, and 
10 for each of the five succeeding quarters, th? F$^deral medical 
14 ^sistance jjercentago for anOjulatory care and services for 

12 children shall he the Federal m^cal assistance p^rcentaje 

13 as defined^ in •section 1905(b) of that Act plus 4 percentage i . 

14 points. / . , . , " •» ' 

15 (b) Section 1903(a) is'^mended by redesignating clause 
lU f?) ^ clause (8). and by adding after clause (6) the following 
17 new clause:. 



IS W)'m amount equal to 75 per centum of the 

19 .sums eigc'n^d during sucjTquaiter for the costs to 

20 public agencies (or to private agencies pursuant to a 

21 contract <witjj the State agency) of. outreach in acpordr 

22 ance with section 191 3(aK4):", ' 

S3 (c) Section i903(aHl) is amended by deleting "subject 

24 ^ subsecticuu (g) (h)" and mgerting instead "subject to 

25 'subsections (g), (h), and (n)". * 



1 ',-.(d)S«ctioB 1903 is An^ncbd by iiddiitg at the, end there; 

•* * 

2 ol the foUo wing new subsactioa: 

3 "(nXl) For, the Crgt caleadar quarter beginning ut least 
' 4 .24 months after enactment of the Child Health AaiuCnnce 

5 Act of 1979, and for each iUc*ee<Ung quarter,' the F«deral 

6 medic^ amstance percenkj^e for amb\ilatory care and Berv- 

7 ices for children shall be adjusted as pfovided in pai^igimphs 

8 (2) through (5) of this subs^tion. 

9 ''(2) The Seci^tary shall promulgate, and may at appro- 
IP <pnate intervals reviae, regulations establishing a formula for 

1 1 measunog the effectiveness of a State's child health assur- 

12 ance program, whii;h formula shall take in account with re- 

13 spect to children under the age of eighteen enroQed m the 

14 Statf 's progxmn under this titie (other than children whose 
J 5 eUgibiiity is ba^ on the cost of iriedical care to themselves 
16 or their families)— ^ 
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"(A) the percentage of such children who were 


i8 , 


covered under aa agreement with a continuiilg care ' 


19 


provider pursuant to section 1913(bK2) iand -who re- 


20 


ceived, duri^^ the period under review, ali-necesSaxy 


21 


care and services covert|i under such agrfeement; aild 




"(B) the percentage oi such chiJdren not covered ' 


23 


by a continuing care agreement who 


24' 


"(i) received, during the l>eri£^ trnder review, 


25 


a timely child heal^' assessment, and received in 

• ■ 




• *>■ . * . 
i 



1 . a timidly manner after an asiessunent (as spcciHed 

& » ■ * 

2 by the Secret^ in regulations) any necessary 

3 ^ medical care or |reatment for c^ditioM found 
4. dunM'an assegsment, or 

^ 5 *'iu) vvere not due for ai^ssment and did not 

6 V ' / need tr e^atnaent for conditions found durij^ an as- 

7 t ' se^sment. - • ' ' 

. 8 The formula under this paragraph shall give greater we^ht 

9 to, the State's performance as measured imder clause (A) tlian 

10 to its performance as measurcjd under clai^o (B). 

11 "(3) The Secretary shall publish, and may revise and 

12 republish as appropriate, a formula for graduated adjustment 

13 of States' Federal medical assistance percentages '{as de&ied 
^ 14 in section 1905(b)) yviih respect tojjie services specified in. 

15 paragraph (1), b«sed xin States' performance witR respect to 

16 the standards established under paragraph (2). No Spate's 

17 I-ederal medical assistance percentage, \s adjusted pursuant 

18 to this sfibSectibn, shaU be lowcy than 5 percentage points 
■ 19 below, or higher timn' 20 percentage points above (tip* 

20 majcimum of 90 per centum),' its Federal medieal 'assistance' 

. ■ ^ ' - 

21 percentage as defined in section 1905(b). 

22 "{,4) The Secretary sh^l evaluate at ie'&st hi^ually, on 

23 a samjile or other basis,'each State's performance with re- 

24 spectto the standards established under paragraph (2), and 

25 sh^U report his determination evaluating the State's perform- 



1 ance to the St^te not later than six, monthi aft|r the egd of 

2 tlie period rteviewail, ^ ^ 
3' "(5) The Secretary shall by regulation provide for ^ pro^ 

4 cedure whereby a State agency may demonstrate to the sat- 

5 isfaction of the Secretary, with respt^ct to any period, that it 

6 hai< achieved a performance level which entitles it to aliigher_ 

7 Federal m&dical assistance percentage, pursuant to para- 

8 graph (3), than the percentage determined by the Secretary 

9 pursuant to paragraph (4)/'. 

10 EFFKCTIVK DATE UF AID TO FAMILIES WITH DEPENDENT 
U CHILDBEN PENALTY; REPEAL OF PENALTY; ADDITION 

12, OF STATE PLAN EEQUIKlfMENT 

13' , Sec. 107. (a) No reduction in the amount payahle to 

V 

14 Statei? pursuant tb section 403(g) of the Act shp.U be' made 

J6 with respect to any quarter beginning before tjie effective 

16 date of final regulations pursuant to section 403(g) published 

17/ after J'anuarj' 1, 1 079. • 

18 (b) ^Effective, the first day of the first calendar quarter 

19 beginning at least six riibnths after enactment of this Act, 
0 section 403(g) of the Social Security A<?t is repealed, 

21 (c) Section 402(a) is amended by adding after paragraj)h 

22 (1 6)^ the following^ new paragraph; - - • 

23 - ''(IT) provide that the State, agency shalJ inform 

24 all famines in the State deceiving aid to families with 

25 de^ndent children of the availabi^ty of chilcj, health as- 
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' ^ '■ . ' ■ ■ 

1 Jiunuxce fervie^ under the pW of ^uch State approved 

2 . "under title XiX;". 

• 3 TITLE II-rMEDICAID ELIGIBILITY OF PREGNANT 
j , > . WOMEN 

* * " 

5 MEDICAID EUOIBILITX OF PREGNANT WOMEN 

6 Sec. 201.' {&) SecUon 19O2(aK10XA), as amended'bv 

... , -■ 

. 7 section' 101 of this Act, 'k further amended hy adding at the 
8 end the foijowing: 

^ "(iii) for maJdag medical ^ assistance 

' av^afale for care and services provided 
. * * ; during pre^ancy and for 60 days foUowiiig 

^■^ tenainatioa of pregnancy to any woman' 

^3 whose resources (including the resources of 

"^"^ ^er fkmily) meet the resources tes^t of ^li^- 

'^^ bility for medical assistance under the State ' 

P^an approved under this title applicable to a 
family with dependent children, 4^ whose 
■ ' income either, '(]^->^eets' the income test of 
|9 eligibi]i(v for medical assistance un^er such 

plan applicable to a family with decadent 
'^^^ . ' - children or (H).. does not exceed ' 55 per \, 
cemum of the amount established for an mdi- 
. vidu&l or for a family of that size, as appro- ^ 

priaie. by the income poverty guideliiies for 
~" # nonfarm population of t^' United ' States 



22 



— 



1 '»s preicrUjed by the Offiee of Management 

2 and Budget (and a4iusted annuaiiy) pum&nt 
S to sectioa 625 of ihe Ec^noibic Opportunity 

4 Att of 196*jC'. ' . 

5 ' (b) ScctionJ^65{«) is amended-^ 

6 * (A) by striking Qut '*or''^at the end of ckuse (vi); 

7 \ (B) by bserting "or** at the md of chme <vii); 

8 (C) by inserting after aad below clause (vii) the 

9 following new clause: ' " 

10 ' *'(viii) women djiring prQgnancy and during the 60 

11 days following the termination of pregnancy/'. 

12 KEQUIKED COVJBASE FOS PEEfiNANT WOS^ 

13 ^^^jEp. 202. Section 1902(aXlSKB) is amended to read as 

14 follows: 

15 ' in the case of any individual descijbed 

16 in paragraph (lOKA), for incluMon of at least the 

17 eareSand ser\4ces listed in clauses (1) through (6) 

18 of section 1905(a^;anC \ 

19 CONTINUATION OP ELIGIBILITY 

20 Skc. 203, Section i902(eKl), as amended by section 

21 105 of this Act, is further amended by adding at the end 

22 thf^reof the following new paragraph: 

23 **(3) Notwit&tanding aq^ other provision of this ti|le, 



24 each State plan Approved under this , title must provide tlmt 
25 ' any pregnant woman who is eligible for, has applied for, and 
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1 has reetMved medical assistance under jh^ title and who be- 

I? comes itu'tigible ,for such asaistance because ol incrtaased 

3 income ^rora empioyment of herself or her family, shall, none- 

* •* thek'ss, remain eligible for all such medical assistance pro- 

5 yided under the State platf until the end of the SG-day period 

6 beginning on the Mate of the termination of h^r^egsancy.". 

7 'TITLE in— EFFECTTO DATES; REGUI4TIONS 

8 EFFECTIVE DATES; SEGULATIONS ''^ 

9 Sec, 301. (aKirlSxcept as otherwise expressly pro- 
10 vided, the amendments made by this Act shall apply to medi- 
H cal assiijt^nce provided, under a State plan approved under 

12 title XIX of the Social Security Act, on and after the first 

13 day of the first calendar <juarter begiiim% at least six months 

14 after enactment of this Abt. 

15 (2) Where, the Secretary detennines that State legisla- 

16 tion is necessary to permit amendment of the State plan 

17 under title XIX of the Social Security 'Act to meet the addi- 

18 tional requirements imposed by the amendments made by this 

19 Act, he shall not find a failure to comply with the require- 

20 ments of such title solely on the basis, of such State's failure 

21 to meef these additional requirements l^fore the first day of 

22 the first calendar quarter beginning after the close of the first 

23 regular session of the State Ip^slature that begins after the 

24 date of flie enactment of iHs Act 
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21 • . 

1 (b) The Secretary shall issue the regpuktioaii required by 
a tliis Act within m umnths ^ter the date of esaciinent of this 
' 3 'Act. / . ' ' 
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Senator Taluadgk. The hearing will be in order. ^ 

Today we are ho|jding a hearing lo consider jpoany pr^nt Feder- 
al programs de«*igned to provide or pay for scnreeniiig, diagnoisiB and 
treatment to iow-income mothers and children. 

We can ail agree on the need for commonsense approaphw to 
improved care for mathers. and^chiidren. But that is easier said 
U^nn done, ' ^ - . * . 

Population groups targeted for assistance hS thme programs 
often overlap, refiul ting in confusion and duplication. 

Moreover, many *eligibie persons are left without' service. For 
exaxftple, one of the m^jor federal pn^ams providing child health 
services? is medicaid's early and periodic screening, diagnosis and 
treatment, EPSDT, pn^am, 

Although this progratn is intended to serve all <;hildren tinder 
age 21 who are eligible for medidritf; only about 2 million of the 11 
million eligible children are being reach^. 

The question of coordination and evaluation of the existing pro- 
grams was unfortunately addressed on only the most limited basis, 
during consideration of the administration's child health assistance 
plan during the lalit Congr^, . 

Following the adjournment of Congress, the staff requested the 
Qongr^ional Research Service of the Library of Congress to pre- 
pare a listing of all Federal programs involved in the provision and 
financing of health care for mothers and children. That analysis 
and summary is contained in a committee print which has just 
been released. 

I am pleased that ' the Department of Health, Education, and 
Welfare shared our concern over the need to provide effective 
coordination of the existing prc^aras as a pr^ondition to any 
expansion such as the proposed: chUi health assistance program 
which Senators Ribicoff, panforth, Bradley, Baucus, Heinz, Javits, 
and Moynihan are s/pbnsoring. 

The initial summary of overlapping progranas was informally 
provided to Secretary Califano last December, At his direction, the 
Department has since that time been working vigorously to develop 
and implement changes necessary to assure reasonable coordina- 
tion and nonduplication of the pn^am for mothers and children. 

1 vrant to commend the Secretary and the Department for thoee 
necetipary efforts. ^ 

I ^^uld also suggest that an essential element to avoid duplica- 
tion of services is the maintenance in eapji State of a profile of 
each child or parent receiving service under the existing programs 
, or the CHAP plan, if enacted. 

The, profile would indicate which services had or had not been 
received by a given individual. The profile should be available, 
subject to confidentiality "safeguards, to each qu^i^ed jgovider. 

With respect to both the existing program^^snd^^^j^ new pro- 
posed programs, I am also concerned that realjg^yS^^d effective 
controls be implemented to assure that costs of ss<yi^ ^e reason- 
able and^that the services themselves are appropriate. ' ^ 

Finally, I am concerned over the prosp^rtive costs of the new 
program. The administration estimates the increased costs of the 
CHAP proposal at $700 million during the first full year, of which 
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the Federal share would be over $550 million,' By ftew' costs 
are estimated by HEW to exce^ $1 biHioh, , ^ ^ 

I understand that the Congressibnal Budget OfRce estimates that 
Federal and State spendii^ will be in ex^^ss of the levels suggested 
Kiby the administration. 

Today we have with us a subitantiai number of witnesses to 
t^tify oji jjoth the existing progran^a for mothers an(J children and 
the propoiiKi child health assistance plan; Poiiowing the tcstimpn^ 
of the administration, in accordance with the notice of this hear- 
ing, witni^iS€« will be expected to confine their oml presentations 
to not more than 6 minutW. 

The coaitnittee will, of course, have the benefit of the complete 
statements of witne^ssas which will be made part of thte record <Jf 
this hearing, * 

(The opening statement of. Senator Baucus follows:] ^ 

^ ' O^fi^isG St/^rtuuNT or Sicnator Max Baucus ^ ' 

Thdnk yoti. \lr. Chairman. J have a brief litatement to make, I wan expreiig 
my» appreciation to you. Mr. Chairman, for ncheduling hearings to ponaider the 
. i^ritical ia*»ue pf ^prov>ng hijaUh iiervict^ for low-income c^^ ' , 

Our presences .here today repretent^ a commitinent towarda'^tptecUng Pur mofit 
valuable roiource — our children, * . ' . 

! am £H>iiponaoring the child health aitf urance program l^ecause I belSwe it makes 
a Mgnificai^L tftep to^tards . improving the healUi Mtatus' of milliona of American 
children. Therfe are over 17 million o««dy children in this country. Six niillion of 
^theiia children an; not pn^ntly covered under medicaid; only 3 million of thoee 
/ who are covered are aiVe^ted by ^he early and periodic ncreeninf, dia^osis and 
-^treatment progruix), \ 

The bill under cociaideration today would . replace EPSDT — medicaid's qurrent 
. Jchild health pi^riini— with an improved package of on-going^ preventive and pri- 
, niaiy care «erviceM for l6w4ncome children, Significantly, CliAF fociisey on the noed 
U) provide .continuing care as dppb4»ed to the emphasiii on assesanient und^r the 
EPSDT syutem, - 
. The current EPSDT pro^^ram faibi to reach miHions of low-income children be^ 
cause of categorical restrictions on eligibility. The 'proposal sponsored by Senator 
KibicoH* Will cioDe these gapit in coverage by covering ^poor children up to eighteen 
^ardleea of family structure. Financial reiwurc^ will become the criteria for 
eligibility, Thi^ reform will broaden medicaid coverage to ii^lude an additional 2 
million poQr children. 

The .C|iAP propo«al has significant jnipUcations for rural .children— tmanv of 
,^hom are now excluded from coverage under medicaid because of, cat^orical re- 
striction^, Sixty pt^rcent of rural poor famUieii live in two parent households and are 
^ thus'*^xcluded from medicaid coverage; whereas 38 percent of poor famili^ in urban , 
metropolitan areas are part of two pdr^ht families, n ^ , / » 

. Moreover. Stateir with large numbers of non-metropolitaii poor ha^ the lowest 
. income eftgibility le%¥la. ' Under the, admsnistrktidn'g bill the 15 Sta&s with the 
largest numbers of non-metropolitan poor will aox^unt for 74 percent of all new , 
eligible children and 62 percent of all new eligible pregnant women. The effect of 
the CHAi* bill for Montana wpl be to broaden coverage to include roughly ^,000 
new eligible^, Of that number, approximately 2,300 people will actually receive * 

A key feature of the CHAP propoaai r^ts with its emphasis on on-going continu- 
ing care for a specific" medicaid population, Enactflteitt of CHAP represents an 
•inveatment in preventive care. Stuay lifter study a^mOnstrates that expenditure for 
^ prevention ana basic health care service realizes substantial sayings in the fptUre 
by preventing the occurrence of^reatable diseaijes^ * 

The current' EPSDT sys^m is marked by low provider pa^cipation rates. The 
CHAP ;^posai re<;ogni2es this ! weakness and iis di^i^edib asstire the provision of 
ofi-gbing Bl|imary eare service* by et^couraging providers to participate in the pro^ 
gram, 

, , The cpmmittet^ will a broad range of comments on the benefits and weak- 
nesses of a child health assurance program. Some of the major questions I have 
' ^i^clude: The intent and potential of tne' outreach provisions; the incentive for 
"^^provider participatiod; and reimbursement incetitives. 
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The witnmi^ w« wiii hu^a^trom today nuiy ttddretti thems^iveirto ttom^ of ihme 
uiAiim. Ultimately, I hop*? wt? will come away from die h«)arin^ with some cbhitruc- 
tivtt -recooiRwndatiim* for improving our capacity to deliver health care ^ low 
income childrMii: . > 

Finally, Mr, Chairman, m ycHi know, thia coinmitt^ ii considering a number of 
propoiials designed to expand health insurance coverage for ap AmericanM. Finan«' 
ciai coniitrainta and qua«£t4on« of aHbrdability will iniluence tt^6 nh^pe and acope of 
whatever btil we embrace ^ 4 ' 

I iiinc«?rely hope that our effort* to improve the health status for poor children ii 
.not delayed by. virtue of the magnitude of developing more comprehanjiive health 
innurance legislation. I • / . 

U it fair to hold children hostage while we continue to debatje tiie contourv of a 
health iiwuhince package? 

I would hofie the committee agrees with, me and that we can expeditiously r^iach 
agreement on a proiniun ckaign^ed to improve the haalth status of miUioEis of our 
itiost neediest children. 

' Senator Talmadgs. We are pleased at this time to recogniae Mr. 
Leonard Schaeffer, Administrator of the Health Care Financing 
Administration, who will testify on behalf of the Department of 
HEW, Mr, Schaeffer, if you will be seated. We will insert your full 
statement and you can summarize in any manner you see fit. 

STATEMENT OF LEONARD D. SCHAEFFER, ADMINISTRATOR, 
HEALTH CARt: FINANCING ADMINISTRATION, DEPARTMENT 
OF HEALTH, EDUCATION, AND WELFARE. ACCOMPANIED BY 
MARY TIERiNEY, ACTING DIRECTOR OF QFF|fE OF CHILD 
WELFARE PliOGRAMS 

, Mr. SchakffeK. Thank you, Mr. Chairrnan. 

I am accompanied today Dr. Mary T^jsmey, Acting Director of 
the Office of Child Welfare Programs. ^ 

I .will submit my statement for the record and m^e brief com- 
,ments/ ' ' . ^ ^ , ^ - 

, We feel that S.1204, the administration's child health assurance 
propc^I—CHAP— is a, unique opportunity to accomplish two im- 
portant goals in a single piece of legislation. CHAP will effect 
management iftiprovements which will rhiUce medicaid work for the 
11 million children' currently eligible *for the program. We feel 
those management improvements and changes in the design of the 
program are essential to reach all of the children currently eligi- 

In ^ddition^, CHAP will makg some program expansions to insure 
that 4he neediest children* have an adequate level of basic health 
chre. . " 

In the 9 Sth Congress i)oth the F'inance, Committee and House 
Commerce Committer? approved child health legislation. This pro- 
posal builds on earlier ettorts of the administration and Congr^ — 
with sigiiificimt management and operational improvements. 

We are gratified by sponsorship of our bill by members of this 
committefe ajid^we hope all our efforts will culminate in switt 
enactment of this bill. , - ^ 

I cannoj^* emph^ize sttongly. enough the urgency I feel regarding 
the enactment of CHAP legislation. These children in families 
beioV the poverty level are sotfte of the most vulnerable and most 
deserving members of our society. Children .do not ask to be born 
into these situations. They cannot malte choices about their destiny 
and Lhey cannot be assured of adequate health care without our 
help. * • - > 
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ChilSreft in these poverty drtaiaBtance» are mOre likely to be in 
*p<»r healthV to dey^ compxunicable diaea^^es and have disabil- 
I ties. Studies show poor kids have incr^iiied levels of impairment 
due to lead paint poisoning, middle eaf inte^ibhs and (a variety of 
probiemB that middleHrlaiss children receive medical care, for early 
in life.' ^ ^ . /' ., ' , ■ ^ ^ 

An improved child, health prc^am should be coni»idered in-- 
vestment in our country'^ future. Adequate health care for our 
Nation's poor children can save thaie kids froi^ what is potentially 
a life of chronic disease and disability. 

CHAP W)ll also permit the Federal -Grovemment and the States 
to manage bur child healtlh efforts more effectively. We have xnade 
significant strides in improving health care^ to children thrbugH th^ 
Department's pnc^ams: U million children each year receive phy- 
sician and hospital services through medicaid's lll^DT jprc^am. 
But EPSDT was origin^ly desigmsd as more than a payment pro- 
gram. It was enacted specifically to meet the health care needs of 
children through eariy^detection and treatment and h^th status 
monitoring- , . 

The prograip has grown dramatically from one-half million ^chil- 
dren assessed in {iscal year 1973 to over 3 million in fiscal year 
1978. For Children who get into EPSDT and are fully served by the 
program, the benefits are clear. For many, EPSDT provides the 
nr^t thorough physical sinc^ birth. 

' Approximately half of the children receiving assessments are 
.Jouna to have conditions requirii^ further treatment. Onqe as- 
sessed, most kids do roceive that additio^ial followup treatn^nt. 

However, .medicaid and EPSDT have not been able to go far 
enough. There ate fundamental problems in the d^ign of the. 
program which ipipede our efforts to deliver the b^ heiolth care 
possiMe. 

Eligibility and benefits vary from State to State, Only about 3 
million of the 11 million eligible hav^ had up-to-date assessments. 
Some who are screened do not receive nec^sary followup care^ The 
whole' process of dehvering care is often firagmented and most 
important, the cuh^ent EPSDT program does not provide incentives 
'for the. critical factors in this process: The Ststtes, providers an^ the 
beneficiaries themselves. 

We are moving to solve those problems which we can administra- 
tively. In May we published final. EPSDT penalty regulations 
whicn attempt to f^cus on performance rather than the, process. 
. Ml*. Chairman, I beiieve you icnow that the Surgeon General and 
I, t)r. Richmond and I, are deeply committed to impro'Cdng delivery 
of healthicare service to poor kids. We have spent a great deal erf 
time reviewing |he multiplicity of existing program^ that touch on 
child health needs, and we have developed & strategy to coordinate 
financing mechanisms of medicaid with the service delivery aspects 
of othdr departmental programs, especially those of tl^ Ptiblic 
Health Service. , 

We have developed a loint strategy submitt^ to the Sec^tary. It 
hii^ been approved ana HCFA has been given the lead ro\e in 
insuring that the Department as a whole prbvide^ c^tre and service 
adequate^ carries out its re$pon8ibiiity to make good health care 
available to poor children. 
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r think we are doiiig a great deal to improve our management of 
thii^ prqgraii>. I believe. how«ver,. we need ^our help to obtain the 
management took* which are ki, CHAP which will make taedicaid 
and its child health component work the way it «ihould. 

CHAP redesigns many otthe mo^t significant parts the EPSDT 
pn^ram. It wul rt^ult in enhanced sibility to ad^inu»ter both 
Federal and State level activities ^d it provide inc^tiv^ for 
higher participation by Stated, for providers and for beneficiari^. 

One of the prc^lems in many of our programs is the lack of 
Incenti^ for ail the pl^em— the Statw and prbvideri~tp provide 
appropriate service to p^ple in need. 

Briefly, I will outline soij^e of the problems we see and some of 
the soltltions w6 propose and then be available for qu^tions. a. , 

th^ moet serious. drawback in the current pn^am is th^t therie 
is no asl^uraBce.that a child has one souitre. of ongoing and a?ntinu- 
dtiH gpurce of primary preventative care, tlie^medicaid child re- 
ceives Bei^ic«3« m emergency roox][is more often than in the middle- 
class child: ^P^DT ^ currently in operation fcK^uses on screening 
and fails to assure the necessary coordination between Greening 
and treatment. , I ^. ' 

From our point of view CHAP add^^f^sw an<)l solv^ thisr problem 
by providing forjppfttinlip^ care provideiis. By signing Child specific 
agreements^^l6"'ccm tinning care provider offers a medical home for 
each child. This removes the fragmentation betvg^n screening and 
treatment. 

^ The prograni also proviid^ incentive which allow providers to be 
paid more for children in ^pQtinuiAg cajre. It aska them tq do more 
and it pays them for th^t add^ TtsipOnsibility. 

^t the current time the pr<^am invo^v^ dil^incentives. There 
are no positive incentiv*^ for States to r^ach out and agressively 
bring children into the progtam. CHAP iioes provide incentives for 
impreved partici|>atjon. Ther^ is a^graduated matel^for ambulatory 
services to children. The program provides an integrated system of 
rewards and sanctions based on a performance standard which 
measures the percent of medicaid children in continuing o^e or 
assessed and treated. 

CHAP closes loopholes and makes States accountably for all 
miedicaid children, not just those requesting service, and States are 
giv^n mote credit for children in continuing -care, in order to 
provide incentives to encourage th^ie relationships. States with 
superior performance may receive up to 20 percenta^ points above 
their ctirreat matching rat^. Stat^ below the minimum perform- 
ance may lose up" to 5 percentage points of their current matching 
rates. During the ii^plementation phaise startup of th^ program, a 
flat 4 percentage point increase wiU be available to all States* This 
performance standard is designed to theet the same obj^ctiv^ as 
the original proposals in the Sl^th Congress. However, after review- 
ing last year's proposal, we are convinced that this approach is/ 
easier to administer, both for us and the States. 

It wil! allow States to set performance and financial objective, 
The relationship between increased" m^hing rates and State per- 
formance is more direct. It is qiiite simple. The more chUdr^n the 
State takes care of, the more money it will receive in F^eral 
matching. ^ . ' ^ 



In ifcrms of outreach/ CHAP will ericoUragfi S^teu to iniprove 
iiutyeachljyanci*^ th)^ fedenU malch to 75 pecc^t Ibr adminis- 
UaUve.cqat# incurred fey Statae for outteach services. , J 

Currently , the avaiialjiiity and quality of health rare to ppor ^ 
children varit^ bec!au»e of State discretion in determining eli^ii- . 
/ity and beaefitii. Poor children in fact can be deqied care J^ecause of 
the accident of hii* or h6r State r^idency. 

CHAP addr^ses this by mandating a nunimum benefit package, 
in ^addition to the cun^t required medicaid fi^rvi<^ Which iiiclud^ 
rqUtitne dental care, vision, and hearing service including' hearing , 
aids 4ind eye glasses, immunizations^ prescription drugs and insu- 
lin, and ambulatory mental health service b^ clinic^ fiindad under ^ \ 
the Community Mental He^th Centers Act or those that meet u(e 
stand^jrds set by regulation. / - 

ChAP eliminati^ assessment as a preqondilion to receiving these ^ 
services and removes State restriction^ on most of the required 
.services. , ' 

Eligibility als^ depends * on the State where a child liv^. CHAP 
fills in gaps in coverage and insure uniform minimum eligibility 
by using a nationai'^ihcome standard. * - 

CHAP .wiU extend eligibility to all children un^er Z8 with fami- 
liy incomes under 55 percent of the poverty threshold uhl^ the 
State' standard is higher. \ f 

CHAP also renioveii the uitegorical r^trictions which prevent so- ^ 
called RibicdtT children in two-parent family who are otherwise 
eligible from receiving needed care. * » " • < 

One other point. CHAP recdgnti^ the importance of prenat^ 
care. It is essential that' mothers receive care during pregnancy. 
CHAP provides eligibility , for pregnant women at the same level as 
children, that is 55 percent of poverty' or the State standard if 
higher. ^ ■ S ^ 

Mr. Chairijton, as you -fcnow, the CHAP prc^alm is not a new 
one, but it contains n^orms that are absolutely necessary to realize 
the potential of the existiag EPSDT program. It will correct defi^ 
ciencies that limit our ability to administer EPSDT and Will allow 
us to better coordinate with other child health programs. 

And CHAP provides care now. Implementation Can be very quick 
because we build on the existing progralhi. Mr. Chairman, I urge a 
speedy and favoVable consideration of this bit of legislation- 

As I am sure you are aware, we have met 'with a variety of 
interest groups who will be heard by yqu today. We are^ very 
interested in the outcome of this hearing- and 1 asked Dr. Tierney 
to remain so we can get the full benefit of the comments made to 
you. ■ " . ' . 

I will be happy to respond to questions. 

Senator T^iiMADGE. Triank you.^ 

Hov^CS the Department getting along in its effort to mandate 
coordination of the many existing prc^ams where we have dupli- 
cation now? ^ 

Mr. ScKAKKFKft. The entire list of child health programs which 
we developed and which your committee requested be developed by * 
the reference service has been reviewed inside the Department. We 
have laid out all the potential areas for better cooperation and for 
using^such prc^ams as school programs for referring children into 
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JEPSOT; We laid out a pka that indicates what each operating 
compQinmt in HEW will do to improve coordination. v ^ 

' ^Re«poiv^bility for nianaging and monitoring work plan" has 
been vested in the Health Gaine Finimce Administratiori. 
. Senator TiUJtfADGE, AU undeor on * , 

Mr/ ScHAKFFna. We are ree^naihle for reporting to the &K:re« 
.tary. .. - ^ 

Senator Talhadgs. WonTit be dimcult to expoajid a pro-am 
that nevijr operated at iul! effeciivenees during its existence? J>o 
you have thd administrative capability^ the nec^sfi£ury IS^ure^ 
and the manpowei; and faciliti^ out in the field to d^ with the 
increased commitment thia propoaal would take? 

Mr. .ScuASFTfiK. I think by better utilizing all the pn^rams in 
existence no*. Oie variefy of PHS, titles V, XIX, and XX, ^wm 
Offi<^a of^Education jirogramsv I think that we can indeed provide 
adequate reaourceti to'addr^ the health car6 needs of children. 

It will take a lot of good will and cooperative work between our 
pK^araa and with^ the providers, but I think we have^ ^e re- 
sources; ye^. t J 

Senator TXtMADGK. In terms of making some mor^ sen^e put of 
^he maternal and child health programs u^der the Social Security 
Act, wouldn't it make sense to simply combine th^ title V and the 
EP$DT programs intoifene block grant ^rc^am to the Stat^ which 
would operate under Fe<^i:al standards and guidelines? 

Mr. ScHA£FFEa. Well, I thinkat would be one alternative tha^ 
could be investigated, I think our >xperi^nc» with EPSOT indicates 
that it is a very complicated area, specially in terms bf assuring 
that ^ the providersv^ both acute care pmviders and those provid- 
er^ of continuing care^ coordinate services and wqrk tc^ether. 

Our thrust under this CHAP proposal is to reorient the prc^am 
from ii' purely screening model to the idea of a medical home. I 
think tha^ the angle bloisk grant* prc^am might not b^. able to 
aocomplish that. I think ^you will hear testimony today from a 
variety oT other ^ups that will spfeak to the concept of contmiiing 
care. . ^ ^ • • , V 

I think we need a ipechanisni such as w;e envision unde|>-CHAP 
in order to get thdt kijad of care delivered to kids. Our gpal is to 
assure that poj^ children -will have aor^ and opportunity 
counseling, treatment^ and followthroqgh during their early years 
by a physician similar to that available to middleKsla^lfhildr^ 

I do^ not think you would get that und^r the block g^diit ap- 
proach. . ' 

Senator;^ Talmadge. Given increased emphasis on case findings 
ai\d outreach activities the two bills are intended to stimulate, how 
can you estimate there would be no increase ih number *of recipi- 
ents served in such States as California, Hawaii, New York, !^nnr 
sylvania, And Wiscop^in? . ' 

Wouldn't the proposal introduce new costs fir in excess of those 
you havei calculated because of increased spending under the exist; 
mg medicaid prc^am for the 5 to 10 million phiiaren who are now 
potentially eligible but not receiving service? 

Mr. ScHAETFii^. It is our ieeling, pased on the data we have, that 
most of the children who are potentially eligible for medicaid are 
indeed in the program, and do receive some kind of servict . The 
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problem iu those »eprie^ are typically delivered wfa^h the child 
in some tvpe of severe heed, actually ill or requires *acute care. 

The ^oaJ of the CHAP^progxwi is to create some sort of re^atibn- 
shi^p QH an ongoing ba^is Ixetween a child and its family aiKi a 
source of primary care,^ that soma of these problems ban be 
treated earlier in their course while the child is still he^thy^ and 
perha^ more intensive tr^a^tment, jnore costly treatment win not 
' be necessary later. ' - ^ ' ^ / " — ' \' 

Further, ^e are very concerned that the preventive health care 
be delivered and an under^tandinjj^ of good health habits be taught, 
so I do not think a case can he Jrpade that more costs^ vyill accrue 
abov^ our etitimates because* more k|ds will need care< ^ 

We will be bringing tho^ kids earlier and hopefully wilt be 
reducing the cost of acute care while increasing service at , the rij^ht 
point in time, which is early in life. In addition^ we will be helpmg 
to initiate good h^aitfet habits. . v 

Senator Tali«adg£ The CHAP bill approved by the Finance 
Commit^ last year left States with the option of providing mental 
health services. The adpinistration's bill would mandate ambula- 
tory mental health sexuijigs^ provided by physicians and by commu-'^ 
niU^ mental health / ^ 

During the committeie hearings on mental health proposals, serj- 
ouli disagreement within th^ mental health proiessions was indicat- 
ed as^ to the validity of many of the assumptions and underlying 
theories involving the diagnosis and treatment of those described 
as having tixental health problems. • 

jp^or example, here^ is what the National institute of Mental/ 
Health staged last yekr in an evaluation of the community mental 
health center, C^iHG. programs, prepared for the Secretary of 
HEW; • '> 

. Unfortunately, the effects of CT^iilC's and of other components of th^ Nation's 
mefttal heaitb .^vstem. including the private sector, upon the enniotional weU-being df 
their clientij ahcl Iheir ctiaimuniti^ are not known at this time. Questions about the 
efft»ctivcjnfc>H8 of basic' »iental health treatment toois such as puychotherii^y remain 
uhresolp*d and jjcientific assijessm^nt Of ihe efTect^s of the cmnplex organisation on 
i\w qientiil health of their tiients and ihi*ir hmi communities is still in its irifancy. 

Hov/ do you recc^cile the administra^^ion*s petition to mandate' 
mental health coverage rather than leaving it up to the States' 
option in View of the testimony I just read? - 

Mr. SCHAEFFEK. The CHAP i>ili, as we recpijimend it iff you. has 
a couple of assumptions and goals in it. Gne; as you noted, is that 
these mental health services are to be delivered on an outpatient 
basis. 

Se^jond, States "may indeed limit amount and duration and scope 
of these services so it is not open-ended. However, we want to make 
*<ure that mental health services are available to this particular 
population which may indeed be able to t^enefit from them. 

Although I am sure the testimony you cited is accurate and those 
points of view are appropriate, the source of our recommendation 
flows from the President's Commission on Mental Health which 
made recommendations x>n the heed for appropriateness and sig- 
nificance of this benefit. ^ 

Senator TalMadgk. Thank you very much, Mr. Schaeffer, and 
you r^ associate for your contribution to our deliberation.^ - 

[The prepared statement of Mr, SchaefTer follows:] 

•J 

I- 
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S^i™?^ knd^immb^rn of th« «ibcowmitte«. | kn delighted to hero with 

Act ot Itli^ --CllAP, Thw biU.ofTurti « uniqu« opautunity to »ccofnpIi«h two critkal 
goak for the d*?hy«ry of h«#dth c«f« acrvicm ta & Natioa^s iow-incom^ children in 
OQ© pitHj* uf ItiifiMlation: t . . \ 

It »tTect« mamig«ni^t improvttmeiitg ^hich'wiil mukif m«dic«id and ^ta chUd 
" " /eU^ifaie^^^*^^^ ^^'^ for the il miUioa childwi currenfly 

it filb liomi of th^ moat aerioua gaps in ©ligibiHty and beWfita by pitxvidioir ^ 
moTit umfbrm itructura to ©future that the nWica^ chiidreo— oo txiaUar ^iliaK 
: Uinta tbev reaide in^rec^ve m adequate level of ci^re 

In the 95th Con^n^ tb^ Finance Committee aa well as the HcMwe Commerce 
C>ammit$ee conaickief and, approved child health "l«i^»^atimt Unfortunately, ikcm 
-ran oat before further action couy taken. After careful re^aminaticia of the 
current TiPSI^ jM:9ifram by both the admjniatration and the Congr©i»t ^iid in 
coniultatioo with ^tea, provider and eoniumeta, we have developed the child ^ 
health aaiurance arajpoaal before you today, '^m propoaal buildi upcm tm earlier 
i^^^em* t ^T"^^^^ ftiiOjificttnt Lmproven^enta, eapeci^Iy in the area^-of progi;^^ 

We are grrati^ by the^ apcnaor*hip of our biU by Senator* RibicOff» MoynUum. 
Baiicua, Bradley, Danforth, and Hein;c of your c<5mraittee and by tl^ intereat ahown 
by thia subcoipfmittee in b^npintf conaideration of the adminiatration propoaal We 
ho0e thm eftorta will culminate in *wift enactment <Jf CHAP. ' 

Mr. Chair^ian. I can't emj^iaaiaw strongly enough the urgency of enacting CHAP 
legiaiation jmk Congrats. { have a strong periortaJ cbm^erA for poor childi^n. They 
are the nwkiiegt. nioat vulnerable and moat deeerving membem of our aociety. Tliey^ 
did not to be born into ooor fmnilieg. lliey' Cannot make choiooi about «ieir own 
d^tmy. And they cannot be aiaiuifed of ac&quate health care without our help 

Over^ne^fourth/of children in thia country under 18-^-l7,4 million' childien— live 
in low/income familiea— familiea w:hich often lack the financial means to provide 
eiwenrial medical treatment it^t thamselves and thieir ciiildren> The relatTon^p 
between poverty and inadequate Health care ilas been demonattated in many «tud- 
t^/Poor. children aire mor^ likely to be in poor health, more iikdy to oevelop 
cofhmunicajale dia^aiee, md more hk*ly to have fiinction^ diaabilitiee tnan childreti 
' fjrom famine* with higher incomea: J , 

/ Providing ade^uat© health cArrf for a poor child— aaving' Uu|t diild from what la 
/ potentially £| lifetime of chronic di«e^ or disability-^enablea that child to better 
/ u»e. opportunitiea avaiinybW to him or h^r and to beoome a productive, competitive 
adult member of »ociety. An improved c&iid health program is an4nv;i8isfcment in this 
country 8 future. CHAP prov.^ u» the meanii to more effaictively r^h and serve 
poor children. CHAP providei^ a chance ior oyr moat Valuable reeaurce-*our chil- 
dren. It m the least we can do ' , - 

We havtr aln^ady made great stridea in ^sjproving the health gtatus of i^hildren 
through the Department's picogmma, thoee proj^iams identifi^^ in a recent report of 
the Congressional Reaearch Service. Many of these prograiiifi, however, cover dhil- 
dren with specific conditions, such as the crippled children's prc^am, or thoee who 
hVe in certain geographical locations, such th€r anpalachian or migrant health 
pro^m^ Theiie programs^ are notdeeigned or funded to care for all poor children. 

Medicaid is the prirnaiy program that makes h^lthcare available and ac^:eeaible 
tp\poor children, ft a^ur^ payment for needed physician Und hospital aervic^ to 
' appfoximately ir million childr^it^ a year. Within the bro^d framework of Fe^ral 
regulations and guideline*, the states and territoriee have considerable flexibility in 
determining medicaid eligibility, payment structures and benefit packages. How- 
ever,"^ertain bi^sic medical services and required to be provided by the. States. 

With the enactment of the Early and Periodic Screening, Diagnoai and Treat^ 
ment l^t^i^ (EPSDT), Congre^ recognized the need to do more than just pay the 
bill EPSlrr was intended to njorient medicaid's delivery of health care ^rvices to 
poor children These EPSDT reauirementa were added to medicaid spe<iific^ly to 
meet the health care needs of children through early detection and treatment of 
disease and outreach and health status monitoring. All children screened under 
EPSI)T are provided needed eyeglasses, hearing aids, and other required treatment 
for visual and hearing defects, as well as limited dental care. 

In the five years following EPSDT's full^ale implementation, the number of 
needy children served bv.the pn^ram has grown dramatically. From fis^ year 
l^n3 to fiscal year 1978, EPSDT health assessmerits increased from about 6(K),(KK) to 
approximately >^ million annually. 
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For children who get into EPSDT and ans iuiU' «erv©d by the program, the 
benefit^ are ciear^For many poor chUdrenp the Jp'SDT auseetfz^ent i« the fin^ 
thoipMgh phy*icai exam ^ecfeived »ince bifth. Approxiin«tely fdrty-tive jjertient df 
thtf cHTldron riceivin^ ESPPT aiMHwment« are found to have ^conditio&«' requiring 
further treatment, Vifiy percent kr©. madequate^ iimxiuniaed. Nearly ten per^|t 
from urBan area^ are found to have elevated blooo lead levei^ Teh pero^nt aaa^H| 
have viuion problemM, thirty perc^ptit are found to have hearing probleni^i and"^ 
percent an^ reterred for treatment of nevere dental problems. Once awcttted, mqet 
children receive the treatmeiit they need. • 

However. EPSDT lo^d Qtedicasd have not been able to go far enough. There are 
flawit in the design of the program which impede our efTortii to deliver the besl- 
health care po^iiibl^. 

Because of State discretion in cktermining eligibility litructure, benefit packages 
iund reinriburtk^nvent raten'-'accei^ ayaiiabifity and qualify of care k are to vome 
degree an iiccident of state reakieiicy. - > 

Only .3 rtiiilion of th& 1 1 million children eligible fbr the fiPSOT proin'am have up< 
tOKiate aaneiiiinenta. ^ . 

Many of the children -screened do not receive . neceiesiary follow-up gare — many 
children have no r^^uiar and continuing relationahip with a health care provider. 

Care received ia often fragmented and episodic and ii^ son^ cae^ duplicatea 
scrt*ening. 

There are disincentives to participating- for the three k^y sets of actors in the 
program, States, providers and beneficiarieb; 

Expanding participation in the current program increases the financial burden on 
States, in some cases, it is more lucrative and involves loss paperwork* for providers 
to provide medicaid services ruther than the full ran|;e of jEPSDT benefits, and 
medicaid^iigibies must take i^ditional afHrmative action to obtain EPSDT. even 
after they become qualifi^ for medicaid, 

Mr. Chairmaa^ our goals of assuring adequate health care for all poor children 
and making needed management improvements can only be realized if new legisla- 
tion is enacted. • 

However, we have not waited for l^psiation to take acticm-— »)th administrative 
and' regxilsiory— under current kuthority to improve children's health care services. 
In May, we publiahed final EPSDT penalty regulations which— to the extent possi- 
ble under e>^isting law— focus on results rather than process to assure that Spates 
improve the delivery of servici^ to children. * , ' 

HCFA and the Public Health Service (PHS) together have examined every HEW 
program that toucl^e^ upon the health needs of poor children to determine how best 
to coordinate the fxrmncing m<^anism of medicaid with the care delivery aspects of 
other departmental programs. Included in the review were the programs addre8«jed' 
by the Congressional Kessearch Service Study. As a r^ult of our r^iew, we have 
identified and are undertaking a series of administrative actions; \ 

We will £maure that the department s re«oun^ are used as fully bs possible by 
EPSDT and mt*dicaid: ' * , 

Med ica id-eligible children participating ^in other HEW pr^rams — such as 
AFEnC or he*^ start— will be identified and provided with EPSDT servi^ea, if 
they wish to participate 

Pawiders funded by PHS and other federal programs will be used to provide 
continuing can^ and other EPSDT n^edieaid services for children wherever^ 
poii4*ible. rHS grants?** are already serving many medicaid children, and we will 
mcrease the numbers starved in the months ahead. 
We will make u^^ of all HEW outreach prc^jjms to bring eligible into medicaid 
and to determine tfie number -of children in continuing care or otherwise assessed 
and tn^ated. 

In September we will begin demdnBtrations on how school systems may channel 
children tnt<^ continuing care situations — and how, to the extent possible, they can 
aim provide covered services. 

Both thcv Surgeon (reneraK Dr. Richmond^ and I are deeply committed to improv- 
ing delivery of health can* !*ervices to children- We have spent a great deal of tijme 
reviewing the multiplicity of programs touching child health neecs and developing 
ways to nelp ratiotealij^c them to help thepfi function together more harmonioufily. 

Mr. Chairman, I need the help of this Subcominitfee to give HCFA the manage- 
ment tools ne<\>j»ary to make our child health^progmms work eJTectively and reach 
all eligible childreiv The current structure of flPSDT frustrat^^ the gofu of meeting 
child neahh needs as effectively as possible. The administration's CHAP proposal 
redesigns the mo«t significant parts of the program and will, when enacted, enhance 
the ability of both I'ederal and State Government* to administer the program. It 
provider incentives for higher participation by States, providers and beneficiaries. 



CHAP will allow to better direct our aw» efforts andsgive us the mamigeiiieat 
control* wi? to make Suti?s more accountAfale, / ^ ^ 

t.^t^^w***^ '^^*^tf"^^ *eriou4i drawb4*ck« to medicaid and itM child heaitJi Jmponent— 
hPoul— Ui that tKere iji oo aiiiiur«nce that a child haa one source of ongoing, 
prjmarv and preveftfive care A; medicaid chUd is itnor^ lilteiy to receive routine 
medical attention in a ho*ipitai emergency room than a middle claaii child EPSDT 
l4K*u«fv on ttcreenin^ and often faib to aimure the n^c^tttiary coordination between 
ncreenin^^ and treatment. 

CHAP add rthiaei* both of these probetna by. retracting provider reiaticmships with 
flia^licaid children it shift* tlie emphajsi* away from fragmented, epiaodic treatment 
to a ninuli* source of preventive and acute ca^ for each medicaid cnild. In signing a 
child sipeciric agreement, the continuing care provider agrees to be a medical home 
for the child and to provide a^iiiwisment, treatment and medical caae management 
ThiH will asaure one coordinated focv>aspf care. CHAP authorises HEW to provide 
mcentivetj to continuing care provider* to n?nect the added coat and reaponsibility 
involved in thi« relatipfMihiD. " ^ . / 

ik<?iiUi*e some children Uve in communiti^ where initially there will not be 
^ sulTuient numbers of continuing care prpvider*, CHAP also requires States to uae 
i aa^%iirii^nt provider* to reach eligible children: Theae providers will agree to pro- 
vide to any eligible child periodic health atweasmenta and a minimum range- of 
diagnostic and treatment -services with* referral for those servic^a* they cannot 
provide. , 

Currently, there are no incentives for States to reach out and aggressively bring 
children into EreDT CHAP provider the positive incentive* nec^taary to improve 
State purticipatiw. CHAP introduces a sfraduated Federal matching rate for ambu- 
latory serviced to childi?en as part of an mtegrated system of newarSs and sanctions. 

It iii basted on a performance sta^tdard which measures th* proportion of medicaid- 
enroiled children in continuing care or timely assessed and treated. 

This pt^rformance standard Is dt^igned to meet the same objectives as in our 
previous bill, but after reviewing last year's proposal/ we decided that the prOpoa^ 
structure would be easier for us and the States to administer. 

It closes the loophole in current law by making Stat^ aojountable for serving all 
mcHiicqid children not just those wh(^ request i^?rvices. 

^ Greater weight -u given to children under continuing care as an incentive to 
States to, encoutage these relationships 

A State showing superior oerforniance can receive' up to twenty percentage points 
uddtxl to iU current Federal matching rate™with a ceiling of ninety percfent— for 
ambulatory .services to children. 

Instead of a separate penalty, a Sute may lose up to five points in its Federal 
matching rate for ambulatory services to medicaid children— if its performance" faHs 
below a^inimum standard. 

During the implementation phase, each State will receive a four peri?entage point 
incrt'asi* in the matching, rate for ambulatory care to children to help cover costs 
due to start up of ihv program / 

[n order to help States reach morRt eligible children and bring them into 'the 
system, CHAP providiMS a matching rate of seventy-five percent for administrative 
>• oti«t8 to Suites for outreach performed by private agencies, under contract with the 
Stiite. as well iis public* agencies. 

Under the nu*oicaid procram^ the availabilitv and quality of health care to poor 
children varies considerably because of State discretion in program design. CHAP 
addre^*s this by mandatmg a minimum lienefit package of essential care including 
the ourrent ri^quirisi medicaid services— physiciian. hospital, lab. X-ray, rural health 
clinic and Kl^ur— and adding the following new services: 

Routine dental ca^. diagnostic, preventive, restorative and emergency dental 
serviiw; vinion and hearing set^^ices, tnciudini? eyeglasses. anf hearing aids; immuni- 
r4Uions, prescription dr^^ and insulin; ana ambulatory mental health services^ 
performed in centers fund^tni under the community mental health centers act or 
nu»oting stiindards set by the secretary 

CFiAP eliminates the requirement of an assessment as a precondition ia receiving 
thesi> s4»rvices and nmkes most mandatory services— including those already re- 
• quired uftder metiicaid— available as needed without regard to State limitations on 
amount, duration and scope. Removing the iisse^ment requirement eas€^ the 
burden of States and providers in deti^rmining which children may be served. In 
mandating a mmimum Ixmefit pfickage and'eliminating State limitations on most 
required sc»rvict*s, we are moving toward uniform coverage for basic health care 
SiervicesTor all medicaid children. . 

Efigibiiity for medicaid -and aecoi-dingiy for P3PSEyi'— also depends on the State 
m which a child livt^s. CHAP fills the most^ serious gaps in cxiverage for poor 
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children, and e«tabliiih%Ni uniibrm mihixnuxn elitfibiiity in ail Statag by testing a 
Nationul incaau} »tJinddrd: 

CHAP niandate* a>ver»g# for all children in familiiJif with income under 55 
perc«»nt of the .poverty threshold, unlm^ the SUte incorae standard m higher. 
The NaUboai iricwn« sUindard of 55 percent of poverty— or roij^ghly $4/^^ for a 
fiUTuly of 4— helpi ai^ure coverage to^bev pooreiit of the poor. ' 

CHAP roroovei catagori^uU retttrictioiui which prevent children in 2 parent 
famiLiW— **Ribicoif ' chiidreff who are otherwia^^ financially eligible fn^n itteeiv- 
ing i^edtcal aaaiitance^^'Un^kr thai proposal, a poor child at aaiured coverage 
.whetW'hia parent* aiiJ tcifether or apart. 
In^nandaiing eligibility, for pregnant wometi* CHAP recognixae that good health 
b*^in«r even before birth. It i» eaaential that ii prospective mother receive care 
during prti^nancy; 'iO percent of the women, giving birth in 1975 did not receive any 
•prenutiil care in the fir^t trimefiier and 6 percent received ^one in the f|r«t two 
trimesters. Lack oi adequate prenatal care incre4»ai by threefold the chance that 
the baby will be bom with a low birth weight which in turn increases the baby*g 
Qhance of dying within the fin^ year or encountering other developmental problenia ' 
CHAP provide* eligibility for pn^ntot women at the j*ame level as CHAP chil- * 
dren— 55% of poverty or the State inconie standard if it is higher. It provide* 
coverage to women wTTo are pn^ant for the first time and for women wBo Jive in 
two-parent faniiiiea. 

MS". Chairman, CHAP doe« hot create.a new program; it i* an important improve- 
ment in our current medicaid program, CHAP contains the reforms absolutely 
necessary to rvaHxe the intent embodied in EPSDT. U provides us with the manage- 
ment tools which will ensble Os to correct deficiencies that currently limit ouf 
ability to adnunister EPSDT and cooidinate with other departmental- child health 
pr^amsv CHAP will give m a better tool for meeting the health care needs of poor 
children. , V 

CHAP builds uuon the current medicaid program and lays the groundwork for 
the national health plan. But the improvements in program operation and coverage 
under CHAP need not wsut for the national health plan. CHAP is nested and 
should be implemented now. ^ " 

Mr. 41hairnian, I therufore urge you to |jonsider and enact the administration 
CHAP legislation as quickly as passible, W& need- this legislation to improve our 
programs. The poor children of America need thia l^r^ptidn to receive the health 
pr»tection-&e^ - " 

Senator TAt^f AiKS^^^ witness, is Clifton Coie, chief deputy 

diwtor, medical care -services, .Department of Health Services, 
State of California. Your entire statement will included in the 
record. Please summarise in no more than 6 minutes. 

STArt'EMi:^! OF CLIFTON Av COLE, CHIEF DEPUTY DIRECTOR. 
MEDICAL CARE SERVICES, DEPARTMENT ^F HEALTH SERV- 
ICES, STATE OF CALIFORNIA 

Mr. Cole. Thank you, Mr, Chairman. s 
I am Clifton Cole, chief deputy director of medical care services 
' in the Department of Health . Services of the State of California: 
The California Department of Health Services is pleased to have 
this, opportunity to present our comments to the Senate Finance 
Committee on the child health assurance program proposed in 
Sfenate bill 1204. , 

The California Department bf Health Services has long support- 
ed the development of a Federal child health assurance program 
Which will provide States with an effective basis for delivery con- 
tinuing primary care to low-income children. The i)enefits of pre- 
ventive health services and early diagnosis and treatment ^are well 
docuntented, having the potential to not only improve the health 
status of our Nation's children but also to decrease the cost of 
health services by avoiding more costly treatment associated with^ 
later detection of illness. 
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California has met the EPSDT mmirements through im^Iemen- 
<=Hild health atid disabihty prevention pro^WSi 
1974. This program called CHOP, covers 1.5 million chilS^n, in- 
cluding all medicaid eligible children and chUdren whose families 
are within 200 percent of the State's income maintenance leve? 
California has been able to offer these 200 percenters a health 
aa^^ment at the time fjT entry into the first gmie 

^1^- r?^ ^t^? ^, low-income families in complying 
with California s child health legislation which rect^izes the 

1^ scJ^ooi entry health examination arid, therefore, requires 
all children to receive a health assessment upon entry into Khooi 
In addition, children enrolled in Head Start programs and State 
preachoois are also eligible for health screens. This fiscal year, the 
California Department of Health Services child health and di^bil- 
ity prevention program provided over 230.000 health screens to 
medi-cal eligible children and over 90,000- health screens to chil- 
dren m the Head Start program, state preschools and in the 200 
^ percent group. Forty-two percent of these health screens result in a 
reterrai lor diagnosis and treatment of suspected conditions found 
oy the Screening procedures. 

Senate bill 1^ supports the goals of the CHDP program to 
broaden the availability of child health setvices by expanding the 
population eligible for health screens, diagnosis andtreatoient 
service. In addition. S. '1204 paraUels the California Department of 
Health Services program in many areas, including the coverage of 
pregnant women, the use of comprehensive care providers and the 
inclusion W a. variety of providers in the child health program. 

b. U04 responds to many of the Department of Health Services 
concerns regarding previously proposed GHAP legislation and we 
appreciate the changes which have been made in response to Cali- 
Jornia s concerns. We believe S. 1204 will solve some of the prob- 
lems inherent in. the current fiPSPT program. For example- 
Expansion of the eligible population will make medical services 
available to pregnant women and low-income children who are in 
need of comprehensive care. 

The inclusion of low-income pregnant women in the medical 
assistance program is a great advantage toward assuring the 
health of our children. Providing adequate prenatal and postnatal 
care should liot only improve the child's health but should also 
provide the opportunity to explain to the parent the need -for the 
child to receive preventive child health assessments. 

The California Department of Health Services also supports the 
extension of eligibility for pregnant women but requests that the 
language m section 201 and 203 be clarified. It is not clear if the 
intent of this language is to extend eligibility to 'those women who 
abort or miscarry as well as those who carry a pregnancy to full 
term. The language of the legislation refers to "termination of 
pregnancy which would seem to cover both cases but it is not 
clear. » 

The child health program proposed in S. 1204 would also promote 
a continuity of care which is absent from the current EPSDT 
program. The 4-month extension of eligibility will help assure that 
children receive all necessary treatment which, in many cases is 
not completed due to loss of eligibility. 
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Th^ inclusion- of a variety of providers is Bupported by the Cali- 
fornia. Departfnfeiit of Health Servjc*^, as it allows the delivery of. 
cart) in various settings which can be adapted to local situations. 

Tlf California Department of Health Services alsp supports the 
provision Jfor incentive to States with good performance^ and for 
incentive? to continuing care providers for increased r^ponsibiiity 
in case management, diagnosis, and treatment 

We ailso guipport the emphasis placed on continuing care provid- 
ers and the additional case management responaibilit^ placed on 
these providers. This should help to assume that ^continuity of care 
occurs and that services are not duplicated. 

^ Initial ^timatcis of the imi^ct of S. 1204, developed by the De- 
partment of Health Services, indicate that no additional eligible 
persona would be added to California's medi(^d population, as they 
are currently covered under the, 3tate plan. However, based on our 
estirapitesr the first year of CHAP would result in $4 million sav- 
ings to Oaiifornia. If State costs remain at -current levelsTsubee- 

^ quent savings based on the receipt of the maximum incentive could 
reach $26 million per year. 

Senator Talmadge. I have "to call time; Your entire statement 
will be entered in the r6cpri. 

. I have some brief questions. . . 

. From the Stat^. point of view now, does & 1204 provide for 
coordination bf CHAP and the other federal pn^ams providing 
health cafjer to ^iiildren? 

^ . Mr CotiJe; It* will-in certain reppects l^ut we feel the bill needs to 
ftave more outni^ch njandated and also more community health 
education maiwiated. ^ 

Senator T^lmadgis. Should S. 1204 be amended to require and 
spell but specific coordination requiremente? 
Mr, tbusiv I think it should. 

Senator Talmadge, Dayo^ foresee a pfoblem in tying funding of, 
the program Kq performance? Wouldn't some States find it cheaper 
to absorb a reduction in the Federal match in mounting an ade- 
quate CHAP prog^i-am? 

Mr. Cole. I do not believe the States could absorb a reduction in 
the Federal matcii. California is encouraging increafiing^the Feder- 
al match to provide incentive to broaden the prograni and ^ follow 
up with continuing care which is something the Stat^ .would- have 
. to do on their own. 

Senator Talmadge, Would it be better to tie performance penal- 
ties to administrative cc^t? 

Mr. Cole. California is requesting or is advising that we do not 
- have performance penalties in the bill That instead that publiciz- 
ing Staie performance in the State and local community for con- 
tinuing Federal fmancing at established level but diverting a* por- 
tion to general revenue sharing rather thap to other purposes that 
the Stat^ might prefer would bfe a' better way to penalize the States 
rather than to have penalties which would go to reduction in the 
amounts that were given for care of the children. 

Senator Talmadge. Senator Durenberg^r. 

Senator Durenbkrger. I have no questions but I have a state^ ' 
ment I would like to insert in the record. 
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Senator Taluadgk. Your statement wili be inserted in fuij in the 
record. . 

[The full statement of Hon. Davjd Durenberger follows.} 

♦ 

Mr; Chairnmxj^ after the ^ucnUon which th» (:^>mmitt4j# ha» been Kettintf rucwnt- 
ly m the area of h««lth m#urance. today's hearing on child health r«pr©ii©nt a 
retfeiihuig gwttch from m^sdical caiwtroph«w to the Mtrat^t* of preventinif ttoma of 
thorn digaatem from ariwiig, 

I'm proud to wy that my horn© utate of Minn#iiota haa taken conaiderable iniUa- 
tiv« in th<? field of child health, much beycmd tht? federally required aervice* In 
tr^^\^ ^ X Medical A«iaitw(» pro^nnamw, w« have developed Pre- 
ichool Screening Program for ail children in ti^ atate. %vith each ichool diatrict 
ahouldenngU^ail^a^ponaibility. , 
^SinceU^ a network of Early and Periodic Screening ctinica 

"^^??fr^« J^^y at tRi time, Theae are available to Medical Aiaiiatance^liifible 
children and to all otrtem in need, with payment calculated on a sMdimr-scale ^ftia, 
ThiM enUre eftort developed fronj the Sute Heidth Department i board authority to 
promote matgmal axA-child health and reUa« on (Wkated servii^ of the nuraea 
certified to oj*f ate th^i^iinic*. - , . 

Our involvi?ment^ the Early and Periodic Screening, Diagnoaia and ^Treatment 
nroiOTim und^rtSIkiic^^ a lot longer to get off the ground, Like other states 
Mmneaota^iia st^Ued by the late arrival of federal r^i^jationa and by the general 
prohlemrot re«:hi|ig tamtiii^ and invoiving providers. However, in the last ikerveral 
yean» we have made progreaa. Medical organiacations have put toijether tcreenijL 
itandarda, deimed recjuiromenta for participating provident, and specified case mSS 
ajfenient rtsaponsibilitieif. Renewed efforta were . made to enlist physiciana, with tfie 
reauit that 62% ol the primary care physicians in the state are now enrolled as 
providers. - . 

Again, as in other Stat^ there still remain problems in meeting the goals of 
-chUd, h^lth care Th^ fall rtnighly into two cate^rori^ those prcAlems having to 
do. with organi;2ationai failures and thoae which concern Respect for the priv^ of 
families, ' ■ *; 

In the ftrst i^tegory, (Ordination between and among Federal and SUte bureaus 
IS ucial. At. the Federal level, every new piece of Illation concerning maternal 
and child health seems to have produced a distinct and autonomous ofrice I look 
forward to some hopeful comments from Mr. Schaeffer on the Administration's 
plans to bring order to the chaoe of child health administration. 

On the state level, implementation of the Various Title V. Title XIX and state- 
«/V? Pn>gram can get caught between the least two department*, Health and 
Welfare, and at timai, a third, the Education Department. The result, which is not 
uncommon. \s that the let! hanit does not always know what the right hand is doing. 
Yet without good cooperation between administrating agencies, the effective diagno- 
sis and treatment of children suffers. 

In the secpnd category of problems in child li^lth are tho^ of the division of 
responsibilities between the State and the family, the recently published EPSDT 
regulations state clearly that . the State has the r^ponsibility to make it 
poasibie for recipients to receive EPSDT service", at which point "It is then the 
family s r^ponsibihtv to make use of them if they wish". ITiis general phrasing 
covefs^a complicated array of decisions which administrator mi^t make about 
outreach and continuing care provisions. How does one determine when efforts have 
been sufTicient? > 

As unpopular at it may be to raise the subject of cost when it comm to the health 
of needy children,*! think we must be frank in our appreciation of fiscal realiti^ 
Manan fcAielman, one ol our witness^ today, recently published a spirited state- 
mmi in the New York Time« in which she decried government choice of defense 
over preventive health expenditures. Though broadly made, ttie point timt we need 
to take a long, hard look at prioritit^ is well taken. Despite the affluence of the 
United btat«^, it remains true that the b^t predictor of* infant mortality, of chronic 
lUnesa, and of a short life span is being born poor. The moet dismaying statistics on 
American health have identified our target population for us: it is children from 
. low-income families. 

At the siime time, we have the responsibility to demand' that the deservedly high 
priority whtch we set on child health be met by effective and coat-efficient pro- 
grams. Our compassion for the vuinerabiiity of*the young should be balanced by the 
strongly felt iibtigation to Jlnd.the beat solutions to the health problems which effect 
tnem , t ' " 
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I ibok forward to the un^tdnce ih mtN^ting th^t obligation which today'ii wit- 
naii^ offer. 

^nator Talmadgk. Thank ydu. . . 

Senator Hkjn:s.: 1 do not have any questions. I appreciate your 
allowing me to sit ii\on your hearings. 

Senator Talmadgk. I am delighted. You are a member of the 
Finance Committee and you are welcome indeed. 

[The prepared statement of Mr. Coleibllows:] 

Statkmknt qv CurroH A. Cm^ Chik¥ Dkputy DiRiOTfOR of Mkdical Cars 

SilRViCKS^ CaUFOKNLU DEPARTMSNT of HfiALTIi S^VtCKS 

Good afternoon. I am Clifton A: Cole, Ciiief Deputy Director of ^|odical Care 
Se^vic^ in the Department of Health Services of the State of CalifonUa. The 
-California Department of Health Services is pleai^od to have this opportunity to 
pre^ient our comment* to the Senate Finance Committee on the Child Health 
Assurance l^Vograni proposed in Senate ^iil 1204, , * 

The C-aliforaia Department of Health Servict^. hm long supppr^ the deyelop-^ 
ment of a federal child health, aiisurance program which will provide stat^ with an 
effective basi* tor delivering continuing primary care to low income children. The 
benefiti* of preventiva health servictw and early diagnosis and treatment are well 
documented, tiaving the potential to not only improve theblMiith «tatu»^i^f our 
nation's children but aUo to decrease the cost of health serVTcea by avoiding more 
cofitly treatment asaociated with later detectipn of illnesa. 

California has mt^-the EPSDT requirements through implementation* of the Child 
Health arid Disability iVevention. Program in 1974. This program, called CHDP, 
cpvers IJ> million children, including all Medicaid eligible children, and children 
whose familietJ are within 200 percent of the ^itates income maintenance levels. 
C^ifornia has been able to offer !hese "200jpercenters'' a health assessment at the 
tjime pf entry into the first grade. This time was chosen to assist low incpme famiUes 
in.complying with Califo^inias chM health legislation which nect^izes the ben'efits 
of a sch(X)l entr^^heaith examination, and therefore requires all children to receive 
a health atisessnfent upon entry into school In addition, children enrolled in Hea4 
Start |5rograms and state preschools are also eligible for health screens. This fiscal 
year, the California Department of Health Services' Child Health and Dtsability 
Prevention Program provided over 2^^0,000 health screens to Medi-Cal eligible chil- 
dren and over 90.000 health screerfe to children in the Head Start program, state 
preschools, and in the "200 percent" group. Forty-two percent of these health 
screens* result m a referral for ^diagnosis and treatment of suspected conditions 
foundry the-jkrreenii^c procedures. Senate Bill 1204 supports^ the goals of the CHOP 
Program to broaden the availability of child health services by expanding the 

rpulation eligible foV health screens, diagnosis, and treatment services. In addition, 
1204 parallels the California Department of Health Services' program in many 
areas, including the coverage of pregnant wo|nen. the use of comprehensive care 
providers and the inclusion of a variety of providers in the child health program. 

S. 1204 res|)onds to many of the Department of Health Services' concerns regard- 
ing previously proposed CHAP legislation, and we appreciate the changes which 
have been made in response to Oalifornia's concerns, We believe S. 1204 will solve 
some of the problems inherent in the current EPSDT program. For example: 

Expansion of the eligible population will make medical services available to 
prt^ant women and low income children who are in need of comprehensive care. 

The inclusion of low income pregnant women in the mddical assistance program 
is a great advance toward assuring the health of our children. Providing adequate 
prenatal and postnatal care should not only improve the child's health, but should 
also provide the opportunity to .exjilain to the parent the need for the child to 
receive pr^entive child health assessments. The Clalifornia Department of Health 
Services also supports the extension of eligibility for pregnant women, but requests 
that the language in Section 201 and 208 he clarified. It i^ not clear if the indent of 
thm language is tp extend eligibility to those women who abort or miscarry as well 
as those who carry a pregnancy to full term, -The language of the legislation refers 
' to "termination of pregnancy" which would seem to cover both cases. 

The'chiW health pn^ram proposed in S. 1204 would also promote a continuity of 
care which is absent from the current EPSDT program. The four-month extension of 
*" efigibility will help iissure that children receive all necessary treatment which, in 
many cases, is not completed due to Ic^of eligibility. 
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rT?* |"f ¥ * variety o*' provicieini k fuoportod by tW CWifornm Deoarti^nt 
oi Heaitii b#rvii^, m it ^lawi» ikUwi^f care in varioui Mltani» which cm be 
»d«^«d to local iituatwmi, , 

The California D©p*rtxn«nt of Hmith &srvit^ »uppori« the pmviiioo for 
mc^ntivw* to utat^ with good ptrtbrtiiiusce, saui fait incentiv^i to crotinuing c^re 
piwid^ni tor incn^ajieci r*siipomubiHty in baite miui«g#iMnt, diigpowa Miidstre«tra#nt. 

We ttliio iupport tJw «riiphiiiii» placed on continuing care provider*, and th« 
additionjil cant* nrmaagement rt»piMiibiiitit» placed on theue provider*. This ithouid 
help to lUNiur? th^t continuity care occum, and that a#rvic«ii ar« ndt duplicatad?^ 

Initial eiitmmUm of the impact of S. i2«>4, developed by the Department of Health 
Servscei, indicate that no »fyitionaLeligibIe pen#on« would be added to Califomia'M. 
Medicaid population, hii they are ofimjntiv covered under the »late plan. However, 
b4i»ed on Our e«timat4», the finit year ok' CHAP would result in a $4 miJlion eaving* 
to Calitornia, If utate coet« remain at current leveU, mibuequent savimfi baefii on 
thereceipt of the maximum incentive couid reach $2b million per year. 

The California Department of H^lth Servicoii appreciMtea the recognition in S 
I2t)4 th^t utart^up time la required^to plkn and implement thi« cbrtipiex program; 
eepecmlly helpiul la the provision which delays performance a4»e«imenta /or a 
minimum of 24 month* from the litait-up of CHAP. In addition, California supporta 
the 4 p^wnt increaae4n tlw B'ederaK Medical Assistance Percentage for the first six 
duartern of the Vrotrram, We believe theae provisiona should help to avoid many of 
the start up problems whieh Csihfomia and other states axperieiu^ ulider the 
EPSDT program,. * 

However, states will require supiort from HEW to araure smooth implementation 
ot itate programs, and we ar«e that federal technical assistance be available 'to 
ad^uatejy develop the more difficult administrative and prc^n^m components of^ 
CHAP, including case nuina^raent methocb, CHAP forgei new territory in the area 
xtt caae4ii«n^ement of heahh services. Althou^fh the value of case mana^^m^nt is 
unqueetioned, health care syj^ms and private providers have hod little success in 
developing case mana^fement systems except under ideal conditions* The eligible 
population in California i« far from ideal— persons move frecuently, change living 
arrangements and have fluctuating periods of Medicaid eligibility. The Department 
of Health Services has exQeriencecT aiffiouJtiea managinis this population under the 
current EPSDT pro^jram. 

S. 1204 does i\ot clearly address the important role of health education and 
outreach in attaining a successful child health program. If the program is to reach 
its goalil, the recipients of ^rvices and their parents must be as motivated to receive 
child healh »ervicet* a» we are to ^provide these servi^^. We bope that health 
txiucation. the teaching of health related skiUs which create greater per^nal re- 
sponsibility for health care, ta included in the, definition of outreach. The target 
population needs the benefit of outreach and health education to attain the long 
lasting results which occur from continuity of health care. 

The expansion of the eli^*ble J)opuIation will require innovative and intensive 
outreach l^nd healtn education efforts. The variety of provider^ included in S. 1204 
creates a n^ultitude of settings for the needed education and outreach activities. 
Past experience indicate** that 75 percent FFP is inadequate to provide effective 
outreach services. It would seem that if the Cohgre^ is willing to provide 90 percent 
FFP to develop systems which link screening records to trerffcftient records, there 
should be an ei^ual effort |o link people with services. We recommend that federal 
financial fiarticipation for outreach be funded at 90 percent and that health educa- 
tion activities be specifically included in the definition of outreach and also receive 
iK) jxjrcent FFP.^ , ^ ■ • * ' 

Hnaily. the Cahfornia I>epartment of Health Services has had serious concerns 
regarding the penalty provisions in previous CllAP legislation, and we are pleased 
that our concerns have been taken into account in developing S. 1204's feward- 
penalty systenj^. This m a major step towards assuring the succt^ of child health 
programs California fully supports S, i'ZiH'a provision to increase federal participa- 
tion when good performance is achieved. But, California believes that Ihe removal 
of fixieral fufids from states ten4» to adversely alTect thcaee in nmd by reducing the 
funds available for services. Tliis tends to compound the problem rather than solve 
it. California hopes that Congress will retain the incentives but consider attema- 
tivTw* to fmancial penaltie** such as: Publiciidng stat^ performance in the state and 
ioca! communities; or continuing federal financing at established levels but divert- 
ing a portion of general revenue sharing to the program gather than to other 
purposes the state might prefer. 

The interest and consideration shown by Congress and tJie Administration in 
developing CHAP legislation that will me<?t.the needs of children and the n^eds of 
state program admmistration is greatly appreciate<f S. l2fiA reflects many of Call- 
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fbrniii*i conc^ro^ nigajtiin^ the priictkality und adminiiitrativa feiuiibilUy of imple^ 
nwfitiqg child hasilth prui^iun«. Wa lru«t iiuit you will ouiDfuUy cx>naddier the 
conc«nui an4 rdcamm«nd«tu>n we hJ^ve in4<& today Th«Uik ycm ver^ much. 

Senator Ti^LMAXKiiL Next is Mr, James E. Jollie^ director, racipi- ^ 
ent management, Department of Social ServiceSt State of South 
. Carolina. 

We. are delighted have you here. You may imsert your full 
statement in the summarise it in not more than 6 

minute. ^ 

STATKMENT OP JAMES B- JOLUE. DIRECTOR,' RECIPIENT jlfAN- 
AGKMENT, DEPARTMENT OF SOCIAL SERVICES, STATE OF 
SOUTH CAROLINA ' 

Mr. JoLUK. Thank you, Mr. Chairman and members of the sub- 
committee. 1 am Jim Joltie, director of recipient management, 
which includes the EPSDT prograiHf for health care financing in ^ 
the South Carolina Department of Social Service, Offide of Hea|tJr^ 
Care Financing. 

I was director of the EPSDT program from 1973 until Janu*t7 
1979. I have, since my first contact with the EPSDT pr<^ram, 
believed in its purpose and I am committed to Its survival and 
siiccess. We felt it necessary to speak in support of the bill 

The fact the subcommittee is considering the CHAP legislation 
givt^ great hope for this much needed pn^am. I believe that we 
must build on the EPSiyr prt^am, given all its pa^t ills. It is in , 
place throughout the country m some form. With the appropriate 
specific legislation and clear r^ulations that will follow, those 
cnildren who ai^e awaiting the much-needed health care caii begin 
to receive it. 

The putpose of the prc^am must be set tovth, and /always main- 
tained as the goal td oe reached. Thefe was never a goal oriented 
^ approach established with the EPSDT prc^am. This program can 
provide the much-needed health care erf the target population and 
produce ^vin^s in reducing oiJ^i^ditures for long term and con- 
tinuous episodic care. .0^^ 

When this legislation hS^passed, HEW must be held accountable 
for the administration of the prc^am. However. Stat^ must pai^^. 
ticipate in developing the plan to accomplish the ieglsiative man- 
date. The ^tates cannot tolerate or be held r^ponsible for the 
negative r^duals of delays, inconsistencies, contrsitdictiom and the 
lack of a national approach to implementation of the program- 

Our support of this legislation is based on the success of ErSfiT 
^in South Carolina and we believe this will improve overall perform- 
ance, , ' ' ^ 

We began participation irr 1972 providing EPSDT services 
statewide^ lo all eiigiDles under 21 years of age. We cQnducted a 
needs assessment to project future program plans^' and require- 
ments out of which developed a unique screening, diagnosis and 
treatment form, a method of establishing program objectives— a 
goal of 35,000 screenings per year. 

We have screened over 86 percent of that nupiber each year, the 
difference being the no-shows, broken appointments, and those de- 
clining the service. * - 

We did not have adequate dentists to support the demand, We 
began woriiing with the locai-dental association and have had for 



40 

several years ^ committee which addresses the needs of the oro- 
gram.^ Today we have more dentists and appQintment time than we 

The aame exists for visual care and hearing providers. Phy^cians 
have not historically supported the EPSDT pr^ram in South CaT^ 
Una but we^ have solicited their participation and have very few 
reterral pjajoiems. . 

A plan was developed by the EPSDT stafY as to the approach 
necessary to accomplish our goals. In each local office EPSDT units 
?t!,?«fe % ""^^^"^ °i ^"cun^entation was developed and the 
&tate LPhDT staff conducted technical assistance for local staff and 
, oth^r agencies, 

We literally marketed and sold EPSDT wherever possible A 
backup procedure was developed to determine compliance • with 
Mate -and Federal requirements. The State central office has field 
monttors who null samples and compile documentation on cases 
from initial contact through completion of treatment 

This system has greatly aided the consistent application of uro- 
gram requiremeuts and we intend to address the CHAP program 
with the same intensity. , *^ * 

followiU*^*^^ bUl being considered here, I submit the 

First, we believe Outreach is the key to client response and 
.participation. Outreach^ must be provided with latitudefor each 
btate to adopt its own method. An increased match to exceed 75 
percent for start-up would add a greater incentive and allow for 
the enrol rpent of as many eligibies as p<^ible. Outreach must 
include toUowup for treatment. 
Second, provider participation! Southern rural States often do 
r»^l f"f.^^*^^^ variety of providers as larger States. However. 
CHAF shduid require States to identify and have documented the 
attempts to enroll eligible providers. 

I '^^'5^' financing: The financing of this program must be careful- 
ly weighed as States are struggling with shortages. South Carolina 
has experienced budget reductions by the legislature. Being a no- • 
deticit State every pc^tble increase in matching percentage points 
■ would be of immense aid. "'^ » ^~ 

The proposed 4 percentage points over State's current Federal 
niatchmg rate for ambulatory care services will not cover the cost 
o{ a program expansion and will not provide sufficient incentives 
ihe financial incentives tied to performance must be of such 
appeal to warrant States to initiate sufficient program changes, 
ihis concept IS positive but must be clearly defined as 'to the actual 
percentage applied. . - 

*° administrative approach, a specific plan must be 
applied The primary emphasis should not be placed on the penal- 
ty, It must be given to. the approacl) of accomplishing the overall 
goal, a uniform -method of administrative application: States would 
have with this approach a consistent application of the national 
plan with which they could interface. 

The single State agency which would provide proper information, 
outreach, case management, followup, transportation and docutnen- 
tation is the one consistent approach which works. 



Fifth, Federal enforcement: A clear djefmition of compliance 
muGB and penalty application must be provided. There Giust aim 
be a definition packi^e to which the States can refer for clarity 
related to implementai^on of policy. ^ 

Financial' incentives attached to performance will enhance par- 
ticipation and program expansion. The penalty must be applied In 
the same manner. 

One State ahould not be required to invoke a procedure not 
required in another State. HEW must be unifogti and con^jistent; a 
hand must be ^tended iiv^ cooperative spirit in addresssing the 
needs of the child; the legislation, regulations and HEW must work, 
with and for the States in accomplishing this much needed pro- 
gram revision. / 

The penalty and compliance must not become primary. Evefy 
effort must be made to assist t\\e States' on a consistent basis to 
develop and accomplish its performance standard and in so doing 
deliver the much needed health care to the low-income children of 
this Nation. 

Semrt9^ Talmaix^k. Thank you, Mr. JoUie. I have two or three 
questions. You stated CHAP legislation must be more explicit. ' 
Gould you provide an example of your concern with the way tlje 
legislation is drafted? 

Mr. JoLUK. Yes/ I think in the legislation the intent of the ^ 
Congress must be so stated. There must be a direct outline as to, " 
'tor instance, the intent of Outreach and how it should he set up 
basically. But we have experienced on a State level problems in the 
past that We have had to address with our re{jjjpgentatives from the 
regional office through HEW. ^ -J ' 

This was the ii^tent of Congress and we believe that if whatever 
intent is meant to be is so stated specifically it Would be a greater 
aid to the success qf the legislation. 

Senator Talmadge, Will requirements in % 1204 be able to 
assure effective State'' administration of the CHAP program or; 
should S, 1204 require the State plan to be more explicit ^bout 
spelling out administrative requirements? In fact, should the legis- 
lation require States to set specific outcome standards and goals in 
their State plans in order to assure accountability? 

Mr. JoujE. We have taken this approach of a plan for accom- 
plishing the EPSDT program. We believe that more specifics 
should be stated in the State plan to accomplish this type program. 
We have developed a plan. We have identified individual entities 
as I stated in the local offices. < 

We have applied consistency based on procedural specificity to 
local entities^ to other agencies, interagency agreements, "and we 
feel we have made great strides in accomplishing the intent / of 
EPSDT in our State. ^ \ 

/ Senator Talmadge. Senator Durenberger. \ 

Senator Durenberger. First, regarding the South Carolina ex-) 
periment, what is the role of local government in the implements^ 
tioh of the State plan? 

Mr. JoLJJE. There is no role. ' 

Senator Purenbkrger. Isn't it a State agency administered pro- 
gram? 
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kh5i^nn^^!f J?!®"*,"* ^ ^ ^ government other 

than support «f local governments, but no direct involvement per 

^ Senator DuRsafWEKGSK., Hien is that true of other community 
' 1u*H^f f ''^^^ 1? Stated Soua» Carolina, they are dl rtm by ' 
tae btate rather than involving local government*? 

Mr. Jouji'. I would .ndt want to say directly, i Would rather— if 
spwniSlIy "^onnatioB. I will be glad to provide that 

Mr. DuRCfBsaowR. I understand, your State is one that standsW. 
incre^ substaiitially in the number of eligible benefits under the 
CHAP program. Do you state your State is willing to meet' the 
mcreased costs of this program? ^ 

Mr. JOLUK. I think wiSi the financial incentives that probablv 
we would because there have iiot beeii financial incentiv'^ in the 
Mst We hved with the /circumstances of do it or be pe^ized I 
thmk as far as the penalty based on EPSDT. it has been easv to 
a)mjider the penalty. We are a no^eficit State. We do havfii to 
bu^et for whatever we are goii^ to provide and I think with 
suflicient incentives— I know we have the support of the Depart- 
ment, the Commissioner of the Depairtment and I think with ade- 
quate financial incentives the 'State would support the program. 

Senator Durknbksobii. Thank you. . *^ ^ . 

Senator Talmacge. Any Questions, Senator Heinz? 

Senator Hkinz. Just onS^uestion, Mr. Chairman, 

What techniques or strategy did you use to get rirpviders who 
might otherwise have been characterized as rehictant providers to 
participate? ^ ' 

Mr. JoLUS. Senator, we were remiss in that area. We as mem- 
bers of the bureaucracy in the Slate had not communicated with 
. them basically m the past. I found that with staff assistance we 
thought that we knew everythihg best jind essentially all alterna- 
tives had. not been addressed in relation to provider needs and 
input* 

• 1^^'^^^ ^ ^® various associations. We identified the 

mdividuai committees within the associations. We have set up, as I 
said, tripartied organisation committees of the Department, lofial ' 
dentaj associations, fiscal intermediaries to discuss problems and 
identify needs of the program, ^ 

We have gone to those individual groups to solicit participation 
m the program. 

Senator Talmadgk. Let me ask :jrou the same question I asked 
Mr Schaeffer: In terms of making.sbme sense out of the maternal ' 
and child health programs, under the Social Security Act, wouldn't 
It make sense to simply combine title V and the EPSDT prt^ams 
into one block grant program to the Stat^ which would operate 
under Federal standards and guidelines? 

Mr. JoLUK. Senator Talma^e, I do not^ think I have a very good 
r^ponse to that question. My personal view is that we in our State 
coordinate these benefits now. For the children who are enrolled in 
title V and the-Dther, as stated, overjapping programs, we coordi- 
nate with the agenci^ and exchange information through. the ' 
interagency agreement concept,. which we are now involved with, 
w^are coordinating benefits. 
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We have scheduled 4 meeting with the Department of Education 
very soon, in the next couple weeks, and we h^pe to involve the 
public health nurwM, and some school districts would provide ade- ' 
quate health care delivery systems in furthet coordination of th^ 
servic^. 

Senator Talmadge. Do you thiBk either Statw will coordinate 
them as well as South Carolina? 

Mr. JoLUK, I think that has been a problem. I think coordmat^on 
of benefits— I have been in a lot of meetings— when you start 
talking about exchange of pie^^ of paper relevant to health care 
tiervices delivered to individuals as opposed to budgeting proc^es 
by the various entiti^ it does make a jiifTerence. 

I do not think there has been enough coordination. We tried to 
take the initiative and We have tried with a couple of departments 
for a couple of years. Due to change in administration, we have 
gotten in there and we are making greater stride than ever before. 

But it is important that the push be up front. That coordination 
of benefits is very necessary. We always held that in our State*, 

Senator Talmadgk. Thank you very much for your cooperation 
and your contribution. 

[The prepared statement of Mr. Jollie follows:] 

Statkmknt or Jamws E. Joluk, Dirkctor, Rtcipiknt Managmknt Branqh, 
South Caeouna Okpaktmiint or Social Seuvicbs 

i Mr Chairman and members of the Eubcommittee, I am Jim JoUie, director of 
recipient mana^ment (which includes th« EPSDT proffrani) for health car© financ- 
in£f in the South Carohna Department of Social Serviced, i waa director of the 
EPSDT progmm from 1973 until January, 1979. I have, jsince mv filfst contact with 
the EPSuT protfrai»i believeicJ in it» purpose and I am committed to its survival and ' 
itucct?tw 

The fact that the subcommitt^ is considentjg the CHAP legislation gj^^g^ 
hope for this much needed pro-am. I believe that* we must buiid on the LFbl/r 
program, j^iven all its past ills. It is in place throughout the county in some form, 
with the appropriate specific Ifc^aiation and clear regulations that will follow, those 
children >)vho are waiting 5n the much needed health care can begin to r<eceive 

I believe 4hat the CHAP legislation will have a greater chancy at feucce«8 iTthe 
shortcomings of the 1967 EPSDT legislation and its weakne^es are clearly analyzed 
before final preparation of tKe CHAP legislation and regulations. This new I^la- 
tion must be more explicit to the point of detail as to reduce th# demand on the 
policy writer of the requirement of interpreting the intent of Congreag m the fpal 
ieginlation, ('ongre^ must assume^ greater reepdnsibility m overseeing this legisla- 
tion when paK^— itii purpoiie, written or implied intent must be implemented 

TheL purpose of the program must be set forth and always maintained as the goal 
to be reached. There was never a good oriented approach established with the 
EPSDT program. This program can provide the much needed health care of the 
t&r^t population and produce savings in reducing eln>©nditure« for long term and 
continuous epikxiic care. , , , 1 1 r ^» j ■ - 

When this legislation has passed, KEW must be held accountable for the adminis- 
tration of the program, llowever, States must participate in developing the plan to 
accomplish the legislative mandate. The State** cannot tolerate or be held r^ponflj' 
ble for the negative residuals of delays, inconsistencies, contradictions and the lack 
of a national approach to implemenUtion of the program. It must be administered 
consistentiy throughout the Nation with sufficient fiexibiUty for the States to adapt 
the program to it« needs. ^^.^ . « ^ ^ i- ^ ' 

I would like to share with you the approach to EPSDT in South Camlina and the 
success wii^have experienced for which a regional certificate was presented for beet 
managnienNpractices, We began participation in 1972 under a pilot project with 
elected county health clinics. The State board of health had a very adequate 
history of health care delivery in this southern rUral State. The pilot was a suce^ 
and in January, 197;r. we began providing EPSDT services sUtewide to all eligibles 
under 21 years of age- We began a needs ass^ment to project future progr^ plans 
and requirementa our of which developed a unique screening, diagno«is and treat- 
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ment tonn. a pTjor approval requirement for mandaUMl serviaw, a method of entab- 

yiiur b.nce that t»„e of ^.tabfuO^in^ a goal of 35.000 screenings per Sr we E 
i^-r««ned over 84! percent of thift number each year,, Th* Sre^^ Xslhen^ 
«ii«w«/bn)k*?»v appointment* and tho,»e declinin« the s^jrvice 
' I'v 1 ^^^^ ,«<i*^uaU. dentist* to support the demand We began, workimj with 

^rn»^„ !l ^-n 4^ PHP^ram -today wif have more dentists and appointment 
tmie than we can hil The same exist* for viauaJ care and heurijig pro^HdS Phvsi 
nans have not htstoflcaily supported the EPSDT program, b.^ we Cve met them 

A plan was developed by , the EPSUV st«tT as to the approach necessary to 
accomplish the proifram. In each local oftlce iiPSDT unit* wet^ develoS^tJ no ' 
sSffSTT^* '«»^thod of documentation was developed and the sS. EfSot 
l^". ^"'^'•'•^^ county offices. We literally 

marketed and sold EPSDT wherever possibk?. A back-up procedure ^ deve oSd to 
determine comphanee w.th State and Fedei-al requirement*. The State ^ 

■ tTtilf.'^. TT'.'r '^"^P'?' '"'^ «"«P''*-' documentation on S f^m 

mitial contact through completion of treatment. This system has greatly aided the 
consmUmt application ot program requirement*. A similar pnWure miStX in 
iutl3^,)^L ValLtiir unifo^,ity to accomplishing the 

With respect to the present bill being considered here. I submit the foHowing- 
I 4 I''*"" ^ "'"''^ ^ provided with latitude for each State to adopt its own 
method. An increased match to exceed 75 prcent for start-up would adJ a greater 
inc».ntive, outreach must include foilow-up for treatment S^tuier 

^ (2) lV>vider participation -southern rural States often do not have the jrreat • 
variety of provides as larger States . However, CHAP should require Stat«i to 

!rr„ ^ ^♦"i^j if ''u^^u^'"^"^''*^ attempt* to enroll eligible providers. This would 
be monitored by HEW consistently. > , wuuiu 

CO Financing-- The propo*t^d four percent^ige point* over State's current Federal 
matching rate lor ambulatory care services will not cover thd cost of profjram 
exp^msion and will not provide sulTicient incentive*. The financial incontive?3 to 
perlormurice must be of such appeal to warrant States to initiate sufficient program 
change*. This concept is positive but must be clearly defined as to the actual 
percentiiK'e upphisi. awiu«i 

(4) Administrative approja^i-A specific plan must be applied. The primary em- 
phu«i* .should not be placed on the penalty. It must be given to the appr Jch of 
a compiish.nK the overall goal- a uniform^ method of administrative application 
hU.U>« would have with this approach a consistent application of the national plan 
with which they could interface, The single State^ency which would provide 
pr<>p*M- mformatson, outreach, ease management, follow-up trSnsportiition and docu- 
rtienUition is the one consistent approach which works 

CI Federal enforcement -A clear definiHon of compliance issues and oenaltv 
application must be delineil Thert> must also be a^definition p^ickage to which the 
.Statt>s can rvivr for clarity related to implementation of policy 

A nnnimum acceptable level of performance must be established to be apoiied 
iTvmlal^ rl^llmJc^^^^^ ^^'''^ '^'"^^"^ recipient needs and 

('omplianc.. issues must be appliixl with consistency and clarity without variation 
and conflicting interpretations. KPSDT has. b«-n plaguexi by these administrative 

Thept-nalty must l)e applied in the siimo manner. 

One State shuuid not W rttquirwi to invoke a procfdure not required in another • 
Mate out^idi-that pjirticuinr region. HEW must be uniform and consistent—a hand 
niusf be extended m . coofH-rat.ive spirit in addressing the needs of the child-- the 
legis ation, replntions and HEW must work with and for the States in accomplish- 
ing thm much niHHled program revision. The penalty and compliance must not 
Nvome primary -every eOort must be made to assist the Sta'tcs on a consistent 
Ixisis to develop and accomplish its performance standard and in so doing deliver 
the much mtKliHi health care to the low income children of this Nation/" , 

Senator TAtJviAixiE. Next we have Marian Wright Edelman di- • 
rector, Children's Defense Fund, acconipanied by Wendy Lazarus 
consultant on health issues, and Judiffi Weitz, program specialist 
-in health. . 
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You may put yocir full statement in the record and summarize ii 
'as you see fit. 

STATEMENT OF MARIAN WRIGHT EDELMAN. DIRECTOR, CHIL- 
DREN'S DEFENSE FUND, ACCOMPANIED BY WENDY LAZA- 
RUS. CONSULTANT ON HEALTH ISSUES, AND JUDITir WEITZ» 
PROGRAM SPECIALIST IN HEALTH 

Ms. Edklman. We are here to itate five compelUim? reasons why 
we favor immediate and separate enactment of CHAP. 

First, we believe the 'health needs of 13 million eligible children 
cannot wait for still another session of Congress. In the 1 year 
since CHAP failed to pass, 3 million medicaid-eligible children have 
needed immunizations, 2 million care fpr vision or hearing impair- 
ments, and another 2 million treatment for anemia. 

How long will we continue to deny children the care they so 
badly need? For many of the individual children, the effects of 
neglect can be Ufa crippling; for taxpayers the long-term ccBt of 
- nondetection and treatment may be staggering. 

Second, EPSDT is the best program to buil^ on to get needy 
children health services swiftly. The prograin is in piacfe nation- 
wide. No other sources of primary care are available to many of 
the poor children CHAP can serve. 

In fact, other federally funded health programs combmed reach 
less than one-third of the'children medicaid reaches. With relative- 
ly straightforward legislative clianges, CHAP can move swiftly to 
extend high quality primary care to millions of American children 
who now receive none. , , mi 

Third the EPSDT program has been thoroughly studied. The 
iasu^ have been aired by the public and Congress. There is wide 
consensus about the changes necessary to make the program work. 
And there is strong |k>artisan support to enact these reforms now. 

CDF grappled. aft« finishing our 2-year study of EPSDT, with 
whether it made sense to improve the program. After wide consul- 
tation, we concluded that if the goal is to get the raost^appropriate 
health care out to the most needy children in the quickest way 
possible, it makes sense to build on EPSDT. 

Fourth, CHAP is consistent with Congress concern for contamirig 
health care costs. Indeed, its emphasis on preventative and pri- 
mary care is the essence of cost containment. Studies show savings 
of foughly 40 percent in health bills for children -who receive 
preventative and primary care. 

Yes, CHAP involves some new money. But the expense is modest. 
CHAP'S budget is less than 1 percent of the $52.a^)illion in the 
President's budget for health care and less than 4, percent of the 
medicaid budget, most of which goes for care other than primary 
and preventative care. 

Firth, no matter what other health reforms you support— cost 
containment, medicaid reform, catastrophic coverage or a variety: 
of others, CHAP is a crucial and entirely consistent piece. First, it 
rfecognizes and deals with the special needs of low-inccfene children. 
This is an essential measure by itself or as part of any plan td- 
reform medicaid or enact a universal health insurance program. 

Second, its eligibility and benefit policies are consistent with the 
changes which medicaid reform would bring for people of all ages. 
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«nH^r?;P^^i?'^ admmiiitrative structure is tailored to reach out 
and bring children mto a system of care, foster provider participa- 

' iZinfl v^'*'''*! '^^ii^"'^ standards, all of whi?h mesh^^ the 
Si?^K'^nuAS7'^"^ envisioned in other medicaid reforms. 

. fJ^- ^^.^^.J^y^^^P9^t groundwork for subsequent re^ 
n^.^'? far-reaching national healtTLurance 

Sfi' thi?i^ I T'fT P"^^^^^ ^ administra^JI 
structure through which future 'pro^-aras can operate. It is for 
the^ reasons that President Carter's national health plan assumes 
LHAP s passage. . «»pu««» 

■With- rt^pect to S. 1204. the administration's CHAP proposal is a 
significant improvement over its previous version ^d^c^tain8 
many provisions which are . fundamental, to effective EPSDT 
retorm We have appended to our written testimony a thorough 
analjisis of S 204 including modifications to st^n^en ?he bif 

^L^^^^lf ^ ask that this document become part of the 
record for the comi^ttee's consideration. However, if maSng th^ 
modifications woul^j delay CHAP's passage this year, we would 
tirge the committee/to report out S. 1204 immediately in its pro- 
posed form ^ a sepaii^ate bill in the inter^ts of makinir CHAP 
availab e m fiscal year 1980 to children who wiU otherwis? r^ive 
no or little health care. 

We recognize that although CHAP is an indispensable first step, 
t will not remove all of the barriers standing between children and 
the health care they need. O^r written testimony recommends a 
national children s health agenda beyond CHAP and highlights the 
need for a sound national health program, ^ 

We are heartened that children are beginning to be paid atten- 
tion to m thie health msurance debate and that a common feature 
D u- of President Carter, Senators Kenne^iy, Long, and 

Kibicoft IS prenatal, delivery and infant care, We would Uke to 
jubmit for the record CDF's letter to President Carter on nationS 
nealth insurance from a children's perspective. 

In considering the many suggestions before you, we hope you will 
use this document as a children's checklist and focui" youVdelibera- 
tions on the provisions most crucial for children. 

In the meantime, let us take an immediate and important first 
step to do something now of critical importance for American 
children and families. Do not let CHAP get delayed or lost in the 
NHI debate. 

* ^ rf serious about containing costs, insuring the health and 
stability of American children and families, this Congress and ad- 
ministrafcion must begin to put in place now specific measures to 
help children grow up healthy. CHAP is an opportunity to do that 

At least SIX of your committee. members agree to the extent of 
sponsoring CHAP, and we hope others will join them. Low-income 
children who were not yet born when EPSDT was enacted are now 
nearly 12 years old. These children must not go still longer without 
tne chance to grow up whole. 

I speak as a professional child advocate and as a mother of three 
sons. I cannot think of anything that parents are concerned about 
more than making sure they are able to provide good health care 
tor their children I think 'this Congress has the opportunity to 
provide that through CHAP. i-*- j 

So 



Senator Talmadgk. Do you have any specific suggestions on how 
to coordinate exisiting health care programs for poor children? 
Ms. EniojkiAN, I will refer to Ms. Lazarus. 

Ms. Lazakus, It is a complicated qu^tion. There are a number of 
programs out there whoee missions seem to be similar. We. are in 
the proce^^ of takihig a look at the rang^ of progtamB and we ar^ 
not aione in doing this. 

I would like to point out that a select panel on child health care» 
which was ^tablished i)y last year's Congrras, is studying this 
probleni and in 18 months will submit to Congress a report on the 
matter. Similarly, CHAP provisions in bills now before the House 
call for specific local coordination. 

Once the facts are in — and we believe they are not in — action 
can be taken^ and passing CHAP now will not preclude later taking 
those necessary steps. 

Senator Talmadgs. Any que^itions. Senator Diirenberger? 

Senator DuR£NB£aQ£K. Yes. I understand there was a published 
study of EPSDT in 1977. Did the study have any impact on the 
program or prevent any unrelated changes in the pn^am? 

Mb. Edixman. We think it has had an impact We followed it up 
with discussions with HEW and we are making headway im- 
proving sensitivity and awareness of why the prc^am is not func- 
tioning. There have been administrative clmnges. And we are 
working with State officials to make sure this prc^am works the 
way it is supposed to. 

And it has had a public education effect on unmet health ne€$ds 
of children. 

Senator Durknbkrgsr. How do you suggest provider perform- 
ance be monitored? . 

Ms. Lazarus. We believe that much can be done by setting out 
clearly, for the first time^ exactly what providers are' expected to do 
under- this program. The CHAP bill before this committee goes a 
long way in setting outithose expectations. 

We believe further that through careful provisions where HEW 
review teams monitor State performance and where States have a 
responsiblity for actually monitoring the agreements between pro- 
viders and the State agency would result in a workable vehicle to 
assure quality. But the most important thing is to be clear with 
providers. 

When we were out in the field talking with providers, we found a 
number who were simply confused about what they were suppc^ed 
to be doing. A lot can be done by opening thc^e lines between the 
providers, State agencies and HEW in what is expected. 

Senator Dukknberger. That is not at the State level 

Ms. Lazarus. It certainly has to be a combination. We are con- 
vinced there has to be Federal guidance given to States and that 
should be in the legislation itself. But additionally States must 
Work out agreeable fee levels, agreeable reimbursement arrange- 
ments with providers. The terms are best arranged by the provid- 
ers and the State agency. 

Senator Durknberger. And the monitoring as well? 

Ms. Lazarus. The, monitoring as well; again with some Federal 
review. Vf^e recommend a twice-a-year review in which HEW actu- 
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ally goes out , into- the States and monitors perfonnance. So it is 
both; Stat«} and HEW. ' * 

Senator Durisnbkkger. Pereonnei from HEW going into the "50 
States twice a year. 

Ms, Lazarus. This is the procedure that has been used under 
EPSDT in the^pajjt. When the penalty provisions of EPSDT were 
gassed in 1972, they called for the Department to actually monitor ' 
State performance on a quarterly basis. In fact, there were HEW 
review teams out of the regional offices which visited every State. 

They visited a scjlected number of counti^. If such an approach 
is carefully designeid, it can be done withoui inordinate manpower, 
strain or burden to providers as well. 

Senator Duhknbk&gkr. Do you have an idea of the cost of doing 
that? 

Ms, LAjdARUS. I think the Department could supply figures on the 
Htaif they used and the staff required to do this m the past We do 
not have these figure today. 

Senator Talmadge. Senator Ribicoff. . 

Senator Ribicx)ff, Mr Chairman, I want to thank you very 
deeply for holding these hearings. Under your leadership, I am 
confident this bill will pass this session. You were kind enough to 
hold this meeting at 2 o'clock today. Because I had to swear in 
Judge Newman for the Second Circuit Court of Appeals, we had 
arranged my flight schedule, jso that I would be here in time. But 
the Governor called a meeting of the congressional delegation to 
take eare of the problems of the gas short^e in the State of 
Connecticut, 

So, I had to take a^later plane. My apologies to you and all these 
supporters of this legislation for my being late. 

I am most appreciative, Mr. Chairman, I ask unanimous consent 
that my statement on this legislation appear in the hearing record 
in its entirety at the koflropriate place. 

Senator TAUkiATCL^J^^^ objection, it will be inserted in full 
in thi^ record. 

[The full statement of Hon. Abraham Ribicoff follows:] 

InTKODUCTOEY KfiMAKltS OF SkNATOH RlBlCOfF if 

Mr. Chairman, m the principal Senate sponsor of fehe Administration's Child 
Health Assurance legislation. I vwnt to thank you for scheduling this hearing. By 
taking the leadership on this key issue and providing the Committee^ opportunity 
to hear a full list of witnesses on this important iegi$jiation, the fwund work is 
being laid so that the F,inance C/onrimittee in the coming weeks can decide whether 
it wants to a^ain recommend CHAP legislation to the fuTi Senate. 

Last ye^r the full Senate did not have time to a'l^t oh the CHAP legislation 
reported by the Finance Committe. It is my hope that with the leadership of. 
Senator Talmadge and the broad bipartisan support which this pro'posal has on the 
Finance C^jmniiitee^ we will be able to report CTW^ legislation ear^ this session of 
Cx}ngreflt«. The relevant House Committee Is pr^red to begin its markup of similar 
legislation this week. Both the House and Senate Budget Committer allowed for 
soi^e expenditure for CHAP in their basic a^umptions underlying the first budget 
resolution. The President has strongly supported this legisiatibn and provided 
money in his Fiscal Year 1980 budget for its implementatioti in Fiscal Year 1980. A 
cons^nsiUB is developing that the Early and Periodic Screening EHagnofiis and Treat- 
ment program should be replaced with a strengthened Child Health Assurance 
program. At the same time, it is appropriate to extend Medicaid coverage to 2 
million of the nation s poorest children and pregnant ^omen who are not now 
covered by the categorical eligibility requirements. 

The Child Health Assurance Act of 1979 tries to draw on the recommendations 
ind improvementa which were developed during House and Senate committee' con- 
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iuWrntion of Irnut ymr'n CiiAP Itii^iiibition. Th« bill I introduced this year is 
improvement ov«r tiv& iegiiUiitian which HEW ^bmkt«d last ye^. It m &hK> ail 
improvtmi^nt ov»r tim bill tim Senate F'inance Ccwnmittee r«eamix>imded to the full 
S«nat«.' I know that ti^ mraibi^rs o^* this committM will want toSmake additional 
smprov^menUt and chan^i^ I look fonirard to th^ tagtimony of th« axc^ptionally 
di«tin4fuitth^ gTt>up of wiliMMa which the Committal? haM privikge ch haaring 
today 

Senator Talmadg£. Senator Heinz. 

Senator Hm;in2* Thank you, Mr. Chairman. Ms. Edeiman, lei me 
ask, do you think there should be iKune performance standanls for 
State participation in t^rms of minimum portion of eligible chil- 
dren? . . 

Mi*. Edsxman: YeSt we do. Again, I will defer to' Wendy because 
she has done a detailed study of this. 

Ms, Lazarus. From our look at the program, what became clear 
was: Based on past performance it should be possible £o project 
what can be accomplisiied, the portion of eligible kids who can be 
brought under a system of ongoing care, assuming you provide 
them the kind of support that families need. That support includes 
very thorough measures for explaining what the program is and 
why it is important, helping these famili^ actually fmd a clinic or 
doctor, and helping them get to it. 

We have consulted with people in an attempt to arrive at nu- 
merical figures about what is reasonable. We certainly rec^^ize 
that each StAte is operating at- a very different level of perform- 
ance right now, and any performance standard oi^ht to take the 
current level into account out should at the same timfe have, say, a 
5-year target which makes sense. We are recommending Uiat 
within 5 years after enactment of this program, i^iB reasonable 
that 80 percent of eligible children be enrolled in some ongoing 
system of care. 

Senator Hsinz, What about Outreach? I believe in part of the 
testimony it is suggested that there be a State earmark for Out- 
reacA, but do you want a Federal guideline jegulation or legislative 
standard? What is your thinking? ^ 

Ms. Wkitz. We have re<tohimended States be required to earmark 
a certain portion of program funds for Outreach. It is not in the 
best interest of the State to fmd childrea because, unless you have 
100-percent-^Federal reimbursement, the more children in the prcv 
'^am the more costs the State will incur. .. 

We have no^stablished what that level should be for the States. 
• Senator Heinz. It , seems to me if what ypu say i^. true that it is 
not in the States' interest to spend money on this;^t i^ going to cost 
them money When they find the children; It would strike me the 
logic comes to some kind of standard set by the Federal Govern- 
ment for, a State minimu^i set-aside for Outreach. 

Ms, Edelman. We clearly f^vor a strengthened Outreach provi- 
sion because we need to say it is iniportant and people are avm'e of 
it and the support service is provided ,t(^ get people into it and 
expectations or the purp<^ is to get service to children. 

So, therefore, in order to do that you have to build In stronger 
Outreach provisions. We have suggested some of those in the ap- 
pendix to our testimony- 
Senator Talmadge. Senator Bradley. 
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Senator Bradlky. Ms. Edelman. why do you think that HEW will 
do better under CHAP than it has done under EPSDT? 
^ Ms. EoKLMAN. We have had 10 years of waier-under the dam, 
Senator Bradley, ^d because I think we have a much stronger, 
more weil informed outside constituent group that does monitor 
HEW more effectively. In .the ,5«er«taisyr .af H 
someone committed to making this pn^am work forVchildren. 

* Third, out 'in communities all over the cmmtry we have more 
public awarene^ of the needa of children and moire attempts to 
make this program work. Because we have had 10 years of experi- 
ence, because we have done studio and we know specifically why 
the program does not work and how it might be improved, thi&^ 
experience and knowledge combined with stronger local constituen- 
cies giv^ us a better chance of getting service to these kids. 

Mb. Lazarus. The extensive airing of the CHAP issues is leading 
to a much more explicit piece of legislation. This was not the case 
when HEW was charged 10 years ago with administ^dug the 
EPSDT 'prc^am an^d what might be called a vague charge has also 
been an excuse for the Department— that it does not know what 
the goal of the program is nor how to carry it out. 

CHaP would, certainly correct those and specify very clearly the 
Denartment's role. 

senator Bradlky. At the local level, say I am a qonsumer in 
Newark, how will CHAP be different than the present program, 
from niy perception? 

Ms. Lazarus. Hopefully, you will hear more about it. Hopefully 
the stronger outreach provisions will get the word out. Hopefully 
the hill will deal with the provider problems so a significantly 
greater .percent of providers will be willing to see his/her children 
under this program. * 

In addition, there will be an emphasis on making sure that the 
first step, which is the assessment, is not a one-sl^ot business which 
ends without treatAent but that you wiil be directed to a clinic or 
provider who can not only find out the children's problems but give ' 
them treatment and call them back in on a regular basis. 

Ms. WErrz. I would add, more children will pe eligible so a lot of 
poor families who have not been able to get care will be able to. 
The whole point of the program is to get treatment for the prob- 
lems found, but that has been a problem historically because of the 
benefit package avaii^;ible to families. The administration's bill goes*' 
some way toward correcting that problem. 

Senator Bradley. Thank vou Mr. Chairman. 

Senator Taumadge. Thank you very much. 

[The prepared statement of Ms. Edelman follows:] 
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Statkmknt ov thk Chiloken's DkfknskIFund 

I. INTHODl^CTION 1 

Chairman Taimadge aiwi M<?mbe.rs of the Subcommittee: Children's Defense 
Fund appreciates the opportunity to appear before this Subct^mmittee to expr^ our 
views on the Child Health Assurance Prt%n*am (CjyAP): "A, bill to strengthen and 
improve Medicaid 8€»rvicj^ to low-income childr^^and pregnant women, and for 
other purpo<*ei$ " Then* is to n»t*ource \s& pre€ious as healthy children, and no 
propoiial currently bein|{ acted on by the Congress has greater immediate signifi- 
cance for the health of children in this country than CHAR This importiint bill 
de^rve^ prompt and careful consideration and positive actioti by the Committee. 
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The Children'* Defame Fund iC^DV) ui a national public-charity created to providi? 
a systematic voice to improve tlw livey of childrMn and place il^ir needs higher on 
tlie nation'* oubUc policy a^^enda. SinceKl973, CDF ha« conducted thorough r««earci' 
on in^or prooiems atTectin^ millions of Ahierican chiidreto in- it* five prograic area 
of child health, education, child welfare, child care and family support, and juvenile 
ju«tic*? Thiii rwiearch ha« forniad the basia for a »eriei* of CDF^ reportji, o&ch of which 
contains specific recommendations for change at the federal, state, and locaU^eis 
and in the public and private sectors, Thtsise reports also form the basis fo^CDF.s 
Action {*rograru which include* cort^ting the probletryi uncovered' through federal 
and state jx>licy change©, monitoring, litigation, public information and support to 
parents and local community groupif representing children's intereiita. 

CDF has published two m^jor^ports on primaiy and preventive health care for 
children; Doctors and DoUam Are Not Enough: How to Improve Health Servict^ 
for Children and Families" and "EPSDl': Doe« It Spell Health Care for Poor Chil- 
dren?'* The first deticribet* the major obstacles in health care delivery that rob 
miliionti of American children of basic h^lth. car© services, and prints working 
examples of quality child health pro^an^s around the country The second is an in- 
Hepth evaluation ofahe progreii^ and problems in EPSDT. the largest federal pro- 
gram'.which provides health care to poor childi^n, and the program which S. 1204 iS" 
designed to improve. Our EPSDT report describee the way the program is operating, 
document* the extent ^o which it is failing to meet the basic health needs of poor 
children, and s€its out the concrete steps needed to make EPSDTJ work better. 

We appreciate the Subcommittee's willingness to set aside time td consider the 
health needs of the nation s children and mothers. No groups in this society are so 
vulnerable or so poorly covered by current programs. One out of every ^seven 
clvildren-^an estimated 10 million— has no knowp regular ^urce of primary health 
care< One out of every three children under 17 (more than 18 million) has never 
seen a dentist/^ 

Chairman Talmadge and Senator Ribicoff are to be particularly commended for 
tFieir leadership in again placing CyAP before this SubcomoiHtee. We know that, in 
light of the Committees care£ul and deliberate consideration of CHAP during the 
last session of Congress, completion of work on a new CHAP bill this year should be 
a relatively swift and simple task. We also applaud Senator Chil^ for addressing 
the vital is»ue of how exifiting child health services can be properly coordinated anq 
developed. * 

This tetltiraony addresses three crucial iissue^r-first, why CHAP should be parsed 
immtKiiately; sjecond, an analysis of the current CHAP legislation pending before 
this Subcommittee; and iinaily. prioritje^ beydnd CHAP in the health agenda for 
children. ./ , - 

.■■ ^ • ■ 

n. ^UKHTIONS rKKCJUENTLY ASKKD ABOUT CHAP 

in our meetings with membe'rs of C^n^p^ and their stafTs, some have questioned 
the value and timeline«s of CHAP. Their questions raise good, tough issues which 
■ can and must be answered. These are indeed questions which Mte ourselveif faced 
after aimpieting our KPSOT study, and (^uV work h^ produced the following posi- 
tive responses; 

A. Why should EPSDT he improLed by passing CHAF^ 

Probably the motit difTicult issue we faced after completing our EPSDT study was 
whether it made sense to improve the program. In nearly 'every sense, EPSDT has 
failed to realise the promise which many believed it held for poor children when it 
wan enacted in I^it'J' ^ ' r i u 

Our own fi^ding^? hijive convinced us that truly efTective health care for cbildrea. 
cAn bf best guart^teed through a national health program designed to assure 
comprehensive care to all Americans. The enactment of^such a ^orogram is our 
principi^i However, poor children cannot go without Basic health cal^- until a 

comprehen«jve^hatu>nal health program is enacted Experts agree that even if such 
legislation were parsed immediately, it would be several yc^ars until services become 
available This delay is due to the time required to plan and implement any major 
new program Improvements in ^the cui^rent EI^D^f program are therefore neces^ 
sary at this time. * \ . 

, The first reaiH>n to improve" EPSDT itnmediatelv is that, until a new naUonal 
program is in plaa^^ there are no other source of health cat^ to which manv poor 
children can turn for primary Care services. Other federallyfinanced health pro- 
• grams for children including. Community Health Centers, comprehensive programs 
under Title V. and the Migrant and Indian Health programs— reach only a fraction 
of the childrtm on Mcxiicaid. According to recent figures, these pn^rams were 



^5 



e^tinoat^ bv HEW to h^ive n^hed i.7 million children. Thin cgmpareii to an 
^^il"^^ niilUoii children certifiad ft>r ,M*HiicMid * ^ ^ 

...T^J''^'*T^ have been effective and we thert*tar^ urge thin Subcgmmittee's 
contMiuea MHepir uf ttnui*. enae«voi^. It k unrealistic. 4i?wev€.r. ^ Sve t^^^ 
C4»n me#t the need* of all children, tdnce miilWlir of youruj. 
titera do nut have mx^m to their »erviceii. EPSDT reform will reuult in exuanded ami 
loipruved ^tvicm tor hII edible children: and we ther^for^ do not CtSe 2 
recommend an mcrea*ed investment in KPSDT "«*iuiM? 

h«S^'!!'?f ^^1 -'"''n^ ^"^^ y'-'''"*' ^^'^ P^^*^^' services which many poorthiidren 

have not rece^ provided through EPSOT. Dat^ show that most 

chi dren rt^'h^by h^d never received compr^ble ^rvic^ ebiewhei^^^^r 

inntance. .^h e E Pb DT Demoontration Project* fouhd that fewer than 1 percent of the 
almojit children screened had had a. previouij examination eomparabie to that 
Sn^ in [^'^•M^i*'!* ^ progi;am Sixty to 80 percent of |he health problems 
found m th*?«e children were^revtoudy unknown and untreated, even though 80 
percent werv chronic. r ««i 

-x}v '^l^^^'^tf^^ ajViliated with the University of Maryland screened- 

^ *lbl children Ot these had referrable conditions. In Ihe physicians' opinion 
couL^wfthiufE otherwise hav^,been recognized so early inn 

f ^^I"^^ 't^u ^^^f 4o strengthen the pro^ani 4s that EPSDT cannot only improve 
the health status of childreh reached but also reduce the amount of money spent on 
hea th care Studies have (repeats ^howu tliat primary care servic4 lead to 
healthier children and drarAaticaUy reduced costs. In North Dakota, total expendi^ 
tures under Medicaid were t^mpared for children who had been screened and for 
those who had not Per capi\a expenditures, were :J6-44 percent lower for those, 
screened than for the .unscreened children. Expenditures for in-patient hoeoitar 
services i^w 47 pefcent lower fur th.o«e who had been screened. In Michuran 
where children are oi^ the second cycle of EI^DT screening, dja^fnoeis and* treat- 
ment, the rate of Tfterrals for health pnAlems found through screening has droooed 
Higniticantly for those returning for re-screening. The referral rate has dropped 
overall by 1.^ percent. The mcst significant reductidft is found in the rates of referral 
for immunmitioiUJ (from 2% to 18 percent), as a result of physical assessments (from 
42 to 6\ percent), and review of health histories (from U) to 7 percent). 

The third reason to improve EPSDT is that, in the process , of making EPSDF 
function more effectively, we will confront and resolve some of the key problems 
that any national health program will have to address in wdfer to be effective If we 
art* not to duplicate the mistakes of wasteful, piecemeal and inadequate health care 
programs of the past, we must: ia) Develop effective* Ways to reac^i out to families 
currently outside the health care system; (b) establish standar'ds for complete 
quahty care and methods to monitor and enforce ftiese standards; (c) involve more 
doctors and clnncs as providers in publicly-financed progrartis; and (d) provide 
mce^itives to develop health resources where they currently do not exist, especially 
m urUm centers and remote rural aretis. Reforms" in the EPSDT program will 
strengthen the foundatiorw- on which a n^ universaJ prc^m can b^ built, 
a h therr any (Ufsunu.v that CHAP will be aduiinisiered adequately f 

We bi^lieve that it can and will be. 

Fin^t. drafting the current CHAP legislation, there ha^ been H much more 
extensive exammatiun of the problems of mounting.^ prc^ram such as CHAP than 
there was when EPSDT was enacted. 

Second, ^is a result/ the legislation will include more explicit language on the 
program s purpo^ and how it wUl be achieved. }IEV/ will have neither an ambigu- 
ous charge nor the excuse of a vague legislative mandate, 

• Third, there is a much more mformed constituency. People eligible for services 
Htv more aware of the program and the benefits to which thev are entitled There 
are more outside gn^ufw interested im monitoring and promoting implehiefltation 
than W'fore ^ r n*-^ 

LM&f"^^^^' ^^^'^ Kaine<i cmisiderable ex^)er!enee from its administration of the 
hi-^lrl pr(>gram We have worked cicely with the Department for a number of 
years m onler to fissure more effective implementation of the prc^ram. iind w 
believe that FIEW now has the exp^^rtiso which wili Be necessary to implement 
CHAfV > , 

We do not desire a pyrrhic victory^for children. Jn our judgment, HEW can make 
( HAP a n\aantngtul program for children and mothers. 

C. (an (^^n^freftii ju^^tifya nen' sfH*ndtnj^f pmgnim rwwf 

CHAP k not a new program, it constiUites a care(;j| utU»mpt to resolve .specific 
deficiencu^s in a pn^ram which hiis now been in existence morc^ than 10 yei^^ and 
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which hu» the poUjutiai to mve much more momrv later on, CHAFm goalu, while 
ttlHwiut4*ly cruml, art? mocktit: iD.To rncQify Ei^Dt to enroll ali needy low income 
chiidrvn ih a »y)it4?m at' health eart» which assure* th^m CQcnpleti? preventive aervice^ 
itnd nk*ce*iti4ry «ub*<equent c«rt;' and (2) to correct th*? mmt senoujs inequities in 
eliilibiUty ana bttiiefit policien for children and youth under M^icaid. ThtJtie goals , 
c^n be uchiiHfed through relatively simple le^lative and admini^itrutive chanKes- * 
CHAP doe^ involve modest new ipendinC^r primary and preventive aervices. But 
the, expt*n»e w entirely justified given both the ultimate coat ^vingii cited above and 
the critical phynical and emotional ryliel" which children will derive. The issue is 
•whether to invent small sumsf now or pay subntantiaily more later when preventable 
childhpod handicaps become permanent and adute conditio/itf that result in expen- 
sive, treatment, institutionalization and lixa of productivity. 

/Vhv sieveral hundred million dollar* required for CHAP i«. lestf than 1% of the 
$52.;i billion in the President 8 budget for health care. The^e billions pay for expen- 
iiive and jiophiiiticated tre^itment which could be avoided or reduced by bolstering 
the »y!*teni of preventive and primary care, ej^pecially for children. Similarly, th# 
CHAP budget iit le*w than 4^<^ of the Medicaid oudget which in spent primarily on 
the mo«t expen*ive typea of meJiical can? and services. 

/). Should Con^^rens emut CHAP before it cvrufiikrs the whole range of child health 
pm^ranus and dei^lopm legislation to improi^e or expand them/ 
TheiV are several coaj4{eUing reaiwns why action on CHAP should not be post- 
poned qntil related legislation in acted on, Virst, the i^u^ hate been theroughly 
aired, and there consensus on the neces8ar>' change** to make^ EPSI)T work for 
poor children Second, children cannot and ne^ not go any longer without the l^ic 
health JH»rvice« CHAP would provide. Third, passage of CHAP does not' preclude 
action un other health care programs affecting children. Not only will CHAP's aims 
b<* fortfu«d by naw and improved prt^jram^, but additionally the CHAP reforms will 
nrovide a coherent grou^dworic, tis described above, for future child health efforts, 
IndtH-d, the Medicaid reform provinions of the Administration's national health 
program uiJ8ume enactmenCof C HAP- . 
■ * I ■ , _ ' " 

m. ANALYSIS OK y. 1204 , • 

/V (ri*nerftl • ' . 

We believe that S 1204. tlu' Administration's new CHAP bill contains many of 
the Tv*ci*ti**ary reforms which we^ave recommended in the past. Among the features 
we piirticularly support in the bill art* the following: ... ^ . 

Inclusion in Medicaid of additional children who do not currently .receive fman- 
cial iuwiistauce but who would qualify if income alone were the basis of eligibility; 

Inclusion in Metiicaid of additional low-income pregnant women; 

t^tablishment oi' a national minimum income level fpr determining the eligibility 
of children and pregnant women, la 

Provision of a clearly defined, comprehensive health assessment, rather than a 
health S4.'reening; 

Provision of an expimdixi package of health "^services, including routine dental 
care, to all MtHiicaid-i^ligible children regardles^^ of whether they have received 
health, ass*«sment*^. J 

Klimmation of cost sharing for Medicaid-i*iigibie children for CHAP . si»rvices; 

Prohibition iigainst limitations on the avaiiabilitv of most CHAP service; 

Extension of a child's eligibility for Medicaid to help assure that necessary; follow- 
up care is rtveived: 

Kxte-nsion of a pregnant woman's eligibility for* Medicaid to help fissure that 
nmliHi pretiatal and px)^t natal cafe is received; * ' 

Clearly defimxl provider and St^ite iiKency responsibilities under the program, 

Incentivi*^; to states to encour^ige providers to ofTer routine fornWVf treatment and 
primary care, well as ^iss4*ssments; 

increase in the federal ^hare of co^t^ for ambulatory care services for children, 
and for outreach 

While we would be happy to provide this ('ommittee with more information on 
any of thes<' provisions, we will f(K*us our remarks here on the key provisions now 
includt\i rn S 1204 which are of piirturular concern-to membt^rs of the Committee. 

B Medicaid t'li^ibihty for children a^es sertf to /<V years ^ 

IjiM your, the Finiince Committ4'<^ reportc^d out a CHAP bill which tfx)k the much 
ntHxied step of makmg eligible for Mtniicaid extremely impoverished childrnn under 
f> years of ;ige The bill faikxi to iriciude older children, however, many of Whom are ■ 
m the s^ime families. S ll?05 would cover children and youth up to the age of 18 
who n\iH}t a fuitu>nai income standard, a provision we strongly supp)ort 
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El'SOT diiUk nhow thtki children mui adolescent* i^ed 6-18 h«v© m high or higher 
ratetf of probiemi found in icn^enin* as children under age 6. Th«y are ai( mu^ in 
tximi of baMic health car« a** younger chiidreit Their typical health probienu* (includ' 
ing, for inataiK^, obeaity, ver^r^ diae^, and hypertenaion) dilYer from thoie 
found among younger children. Early dataction and treatment of theae ailmenta can 
avoid needie«a suft'ering and cooipiicationa which ultimately require more expensive 
treatment. CHAI* thei^tbre muit cover children axui yout^i to age 18, 

C. Utiluaiioii of a natum^i irH\}nie fltxtr 

Uaing income ah the sole bania for Medicaid eligibility for children and youth will 
help remove the barrierB standing between the neediest children and basic health 
yerviceii. However, the exceedingly low income standard u^id t6 determine eligibil- 
ity in siome utatet will $till exclude some of the poore«»t children in the country from 
the program. In 1^7, rn ten Ktatea or territoriea. childreri m four-perso^ famili^ 
with annual incomes of $:i,000 would not qualify for Medi^id. 

We believe that CHAP should eiOablish a standard minimum inc^e floor which 
state* must meet. The level recommended in S. 1204—56 percent of the poverty 
level or'$4,I2ri for a family of four— i« realistic and would eubetantially rectify one 
of the currt»nt inequities in Medicaid. According to HEW's projectionii, the provision 
would entitle approximately 2 miUioil additional children and youth to Medicaid 
i*tfrvice«. • ' 

We ala<lj urge the CHAP require to allow fiimili*^ to qualify by meeting the 

income titandard outright or by "spending down" to meet the ajtabliahed level. The 
intent of an income-baaed eligibility gtandard i» to reach thoee children leavt likely 
to receive nectary care because of inadequate family income. Thug, a child -in a 
family earnmg slightly more than $4,125 but faced with large medical bills is as 
needy (in term« of income available to meet the child's health needs) m childmi in 
families with income below the national floor. The failure to xtHX}gni^ incurred 
medical expense* in determining available income resulta in the exclusion of some 
of the n^jedieiit ^oung8t4*rs in tl^e more than 20 static which do not cover "the 
medically needy' (or Medicaid services, 

D. AfedL^id eii^ibiihy fiw (ihv income pregnant '^ivonien 

We strongly suppdrt the provision in S. 1204 which would extend Medicaid cover^ 
age to^low incorpe Women durini^ the terms of their pregnancy and Tor two month 
foilpwing its termination, C\irrently. only nine stat^ provide Medicaid coverage to 
bw income pregnant women who have no children. While these women are likely to 
qmilrfy for Medicaid as members of families with dependent children once the child 
is bom. they are unable to, receive prenatal care through Medicaid during their first 
pn»gTiancy. 

Statistics show that covera^ of prenatal care for all low income pregnant women 
would have, a significant and positive effect on the health of children and would 
bring considerable future cost savings: * 

FVenaUil care help*rj)revent fetal and neonatal health problems and prema- 
turity, conditios\s strongly associated with birtl> defects, mental retardation, and 
later hoaith and developmentai problems. For example, one extefisive study 
found that prematurity rjites among mothers who made their first prenatal 
visit in the first trimest4?r averaged 6,5 pSrcent while prematurity rat^ aver- 
aged 23.H pt»rcent among mothers who made no visits at all. 

Adequate prenatal care reduced the particularly high incidence of problems 
aj«»ociated with teenage pregnancy, including toxemia, premature labor, and 
low birtli weight. Thet^ conditions are responsible for a variety of health 
problems found in infants and children,' ^ 
Despite the dramatic benefits of prenatal care, women who art? most likely to 
have complications in their pregnancy are tho least likely to receive early prenatal 
care For example, seven out of ten mothers under \h years of age rec^eive no 
4^renatal care during the first trimester, while ono-fourUi never receive any prenatal 
care or delay receiving it until the end of pregnancy. 

Additionally, minority women, many of whom are low-income, go without needed 
prenatal cart? During 197.% while 69 4 percent of all United States women began 
pr^^natal can* in the first trimi»ster, only ft*A.H percent of all black women began 
pn'natHi care during the first trimester. Furthermore, 5.8 percent of all women in 
the Uniti*d Stat<^ received no care or received care only in the final trimester while 
9 II percent 4^, all black women were in this category. 



' I^t* foHowirk dnU art» dprivwi from mat^^rials prepa^^d by ihv Institute yf Medicine for iU 
('oiU't^refKH:* on ^rt»vt»ntiun, Februiiry 1978. >. . ' 
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Th*j'imp*ict of adequiAt** pi^natAl care on the -future healtb of a child is unque^ 
tionabie Mandator>' Medicaid digibilit^y for all low income pn^ant women will" 
help assure the ^oqd health of yctt-unbom children. - 

fi. Dental mre 

S. 12tM includt^ wgnifictint-iroprovemenW over the Administrations bill of last 
year with respect to dental care. It requirea coverage ^JrVoutine^ dental care for 
Medicaid eligibie children and reimbumeM aUit^ for d«ntai care at the same levol as 
other- ambulatory medicai j^rvicea. We strongly endorse theae dental provisions in 
S. 121)4. ' ' . .. 

There is consensus that children need routine dental ca)re to ^ avoid pain ^ and 
subsequent problems, including the development bf sp^'h impairment* and nial nu- 
trition. Because of the almost universal need for dental care, experts agree that it is « 
unnecessary to tlcreen children for dental problems but imperative that routine 
dental care be provided. Routine dental c^re fpr children should include an empha- 
sis on the preventive n>easun!)S which are known to be effective. v 

Bas^Hi on the needs -of children, the most sound dental policy under Nfedicaid 
would be to require sUte« to cover routine and emergency dental care. While this 
policy will b^ more costly than the dental portion of EPSDT currently, HEW'a J. 
i!iitiniates show that such additional coets are mdeedTmodt^t, If all eligible children 
were entitled ^to routine dentiU care, the experieno? undei* EPSDT and Medicaid 
suggests that a relatively small portion of those eligible would actually use the 
services (particularly during th^ first few years of the pn^am). In addition, the 
cost per child would dlxrline as more children receive dentai benefits and their * 
dental health miproveti. / 

F Su^^^tions fur $tren^thenin^ th^ administration's bill 

We believe thiit the Administration's CHAP bill contains many provisions which 
are fundahiental to effective EPSDl' reform. We urge the Committee to act immedi- 
ut^'ly and report out the bill in its proposed form. „ ^ , . x- 

We hflive also included for this <Wniittee's coiisideration a Bnef Analysis of the 
Administration's CHAP Proposal'MAppendix A). The Analysis includes modifica-^ 
tions in S, 12()4 which would, if the Committ^ ch06e to incorporate them, further 
strength the bill in the following areas: Provider participation; financing; outreach; 
developing State«' capacity to deliver CHAP services; health services covered; ^dental 
care; maintenance of state ^ort;T^eral enforcement;, and building accountability 
into HEW's administration of the program'. 

^ IV SKYOND f HAV: A NATIONAL HfcALTH AGl^NDA KOR CHILDREN' 

CDF recognizes t4^at although CHAP is an indispensable first step, it will not 
rt»move all of the barriers standing between children and the health care they need. 
Extensive* experience over the past decade with both successful and unsuccessful 
children's programs underscon^ the need for further action. To cite only two 
exampk^. moasum* must be taken to remedy the shortage of available and appro- 
priate health care resources and to.unify the various child health programs in^rder 
to guarante*^ that every child is in a system of ongoing, comprehensive care. 

The*«? changes can be accomplished thmugh a modest sufh of new child health 
money if it unspent to harness and leverage the roughly billion presents, and 
often inetTectively, spent on health care for children. For instance, by altering 
reimbursimient methods, mandating benefit packages which emphasize primary 
care» and encouraging use of non-physician personnel to supplement physicians 
work, the existing pot of money could be redirected to cover most, if not all. the care 
which children ami pregnant women need but do not presoRtW receive. , 

Ik^vond CHAP, we reccmimend two priorities for action. Fifst on the agenda is 
enactment of a ?^«nd national health program. In considering the many suggestions 
which wilK come befon^ you. we urge you to focus on provisions which are most 
Ci-'ucuil from a children's perspective--namelyt.comprehen8ive benefit ^ckage«f, and 
methc^is of payment ^nd other arrangements to assure children access to compre- 
hensive primary care. Furthermop. by shifting the emphasis away from specialized, 
in-patient and high-t€»chnoiogy>ervices. these .j^foi'ms represent the moeit potent 
cost containment nu^hod of ajif Catastrophic coverage without provisions for prima- 
ry cart* 8i>rvia'Hy**run^mtr We would like to submit for the record a letter to 
President Carti/^(Ap|)endix B) which develops these points in more detail^nd can 
bi» u.sed as ii^iUken !^ checklist in your delilx'nitions on national health propoeals. 

Second, mu.st learn mort> about how existing programs can be bes^coordlnated 
to ai^ure /rielivery of the most services in the most efffcient manner to the most 
children It \h essential to develop an administrative structure which asrfuri^ that 
all childhm and pregnant women rt^ceive appropriate care. Senator Chi^fe' amend- 
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in«nt to eiUP intruduced Imt st^ion. which propo^s^'s^.tting up a »vi»t«m of "l^ad 
a«eng^ to cvovd^mte and develop chUd h4«lth^ic*« arth^ locKl 
•^y^^^^f ""'"K Poin^ tor du«.-u«»ng viable apprcMKhe*. ' 

hetthh ol the nation * poorest children Despite vour effort and ded^tmn th» 

t«S^h.nSSSon^ take the Hippie yet cruc.l .tep which 

nearly U yean, old Th«* children mui*t not jjo still lo.^jer without baaic health 
Thank' you. ■ ^ . 

T>iK CuxiM Kkalth As«uRA¥,ci: Ac^ or 1979? A Brisk Anai.y«is or thk 
Administration » CHAP I>koposal 

top t^rioritu. and only m thS yew "uXrinoS J 1^"^^ of 

ThJ new C^flAP propo*4al tnakes a variety of chanires in FPSTYr «nH m^- i 
whK-h atTect individual.' ui.der age ei«HU>«n'^inc ud inf d^aLge^^^^lijrb^^ 
ht^ covered; hnancmg of services: and the admini8tratio,ronhe EfW S^*^^^^ 
W, endorse many yt the goal.s and provisions in the AdministrtuS new%A^i 
Sjei"' " " " improvement over the'S£trLw.,b"uf 

fc1S''**'-'''M^V'^'^T'"i**i™*'^ '^^''^ proposal would 

Uiclude in Medicaid add t ona children who atf n^r„r-ZZi u- 
*<l"'iMM"l'*> 'nncoinei,laneweretheS^ ^ on wellare but 

kidude in Medicaid additional low-income pregnant women 

chfrdSatdpi^Sanfwrer"" '^'^^^'^ ^^'^^J^--^ the eligibility of 

JiuTfr J"nn« '^""'^l "'-P^^enHive health a^ment, rather than a 

fi!I!!r"/T "''"'^^ ^^♦'^^''^^W eligible chifdren for CHAP services 
prohibit hmitt) on the quantitv of most C^HAP services services. 

ue t:"l-:-iv;!:i,^' -^ ^^•^^'^--'^ ^" ^^^P ^--e, that necessary foJiow-up 



prJ^SVnd^S^^^^^^^^^^^^ ''^^ ^^'^'"'■'^ ^" ^^"P t^«t need^i 

' Unv^i' F"^-'dt"r«>"d StaU^' r^^ponHibiiities under t^e pr«rram 

•trf-:^^.:5:f-p.~ to ofrer-ri- forn. ol' 

U^rZa^lt --buiat^ry care services for children, and 

,>^i^r^;l'^:r;a1" Henienls^ ^.^f- ^^at this new pre. 

MAIN KKATUKK.H OF NKW ('MAP BIU. 

The Admm,.trat.on'.s rev.«.l CHAP bill would make the following modir.cations: 
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K«quirt> States Ui exWOd Medicaid eligibility to children under eightaen yeari of 
«i^e in fanuJie* with inconae* below fifty-fivt? percent of the Federal poverty measure- 
or the State's income standard for Medicaid to a family witit dependent children, 
whichever in h%her. 

iHEW iNitimates that thi« would make approximately two million new children 
eiigibite for Medicaid). 

Require Stateif to extend Medi^caid eligibility to pregnant women with incomeri 
below fifty five percent of the f'ederal poverty measpre or the State's income crite- 
ria for Medicaia to a family wij^h dependent children, whichever is higher, for the 
duration of t^ie pregnancy and for nixty dayii following the terminatAon of the 
priJgnancy. 

(HEW eii^imateii that this would extend Medicaid eligibility to approximately 
ltK),iH)0 more low-income women). ^ - . 

Require States to exp^md coverage of services for Medicaid-eligible children by 
including, in addition to tho^ services coveted under the St^te Medicaid plan, 
routine dehUtl 4'ar^, immunixatioms, vision and hearing service, prescribed drugs 
and insulin, and ambulatory mental health ^rvict^ delivered in Community Mental 
Health Centenei and by other providers who meet ^tandardii i^tabliahed by regula- 
tion. ■ ^ 

Extend Medicaid eligibility to children for four months following the date on 
which the income and resources of the family would otherwi^* mak(?. the child 
. iiieiigible. , , ' 

Set specific standards with which providers of aibessments must comply and 
ri*qutn* that providers ent4>r into written agreeifiehty with the State. Regular provid- 
ers would be requin^d to: provide periodic a&setismenta; provide or refer children for 
diagi^i5«tic and treatment »^rvices; foUow up on referrals to insure the provi- 
sion of jjervicetj, or furnish the State with information to do follow-up; report to the 
State as required. Continuing cart* providers would be required to: provide periodic 
health as«esaments; provide continuing dii^piostie and treatment servic*^; provide 
' continuing preventive and .prinuiry care; take responsibility for the medical case 
management of ei^ch child including providing rt^assessments as needed; report to 
the State as required. 

Incn^ase the federal match to States. During the first eighteen months, the 
federal mat^'hing rate for the costs of anibuiatory care services for children would 
increase dver a State's current rate by four percentage points. Subsequently, the 
federal matching rate for such services should be graduated for ^ach State in 
relation tx^ the State's performance in assessmg children, providfng care for condi- 
tions found, and providing continuing care., No State's federal matching rate would 
go higher than ninety perceift or twenty percentage points above its current level 
nor loWer than five percentage points befow its current level. 

Increase* the federal match for outreach services to seventy-five percent. (Current^* 
iy, the majority of the*e services are reimbursed at a fifty percent federal match^g 
rate ) * . 

Waive the application of the existing fmancial penally for non-compliance (one 
wrcent of the federal share of State^' AFDC' payments) for all quarters before 
t)<:tober 1, 1979 Repeal the existing penalty provijfion six months after enactment of 
CHAP / 

MAJOR DKFICJKNCKS INVtHK NS^W CH^P PilOf*<^L 

touring the dtvade Ki^DT has been in plactN a great deal h^is been learned about 
the prvblems of the program and what is needed to make it work best for children, 
Thes4:* le^iwjns should be applied to the dt^ign of CHAF. We urge the following 
shortcomings in the Administration s proptx^i be addressed by Congress as it con- 
siders CHAP legislation. 

chap's clear intent is to maki\ sure .that poor children have ready access to 
CHAF wrvices b^' involving the range * of providers* who are acceptable to JJjol" 
familiw? and quahfted to give n^»edcvd care. Medicaid law pr^ently calli^ for Et^SW 
pn>grams U-i make the maj^imum use of existing rem^urces. However, the intent has 
not been carri^«d out b*vaust» the language is too general and the federal monitoring 
too lax As a cons4.H:|uenc^\ for instance, many states rely primarily on county health 
depart me n ti. t^o the exclusion of other qualified providers, to screen eligible chil- 
dren. In other statt»s. qualified providers are effectively exclud€»d from |>articipatlng 
in EPSf)T due to low reimbursement ievel^o'r inappropriate standards for certifying 
pft>vider^. Thus, children iiVe denit^l access to con^prehensive health centers and 
other prcn iders which are often bi'st suiti*d to attend to their needs. 
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To remedy thin |>W>blem, CHAP *hauid require St^iteg to offer provider atfr«^ 
menu to all qualified provider*. Th«w should include <^niipanity health clinii^, w)io 
»nd group practice medical practitionem, day care or Head Start programs, rural 
health clinioi. public health departmenU. ttiaternal and child health centers, and 

, any other entity that cai^ meet reiiponaibiiitiai a^Mugned to CHAP providers, CHAP 
should explicitly require Slateii to identify ail qualified prpvidem, including dentLita, 
and to encourage their participation in the progmm by offering adminiBtrative 
arrangement* {including adequate reimburaement ratea and prompt, payment of 
claims) which can ^ exfXKrted to elicit their involvement, HEW" should be charged 
with monitoring i*taU* perfprmance in thin rti^ard and with reporting to Congretw on 
provider participation in ^fAP and'* the steps btnng tiiken to une all qualified 
providers in the program- 
One of the main reasons providem have been reluctant to participate in EPSDT ^ 
that administrative re«poniiibilitieii under the program are demanding. Many pro- 
viders do not have staff to provide support services such as fdiow-up on referrals to 
liee that needed care is received. Under CHAP, the rBapon&ibiHtie« of providers are 
even greater. Yet in CHAP, the federal share of costs for case management and 
follow-up remains at the current level (generally at a fifty peri^nt matching rate). 
To induce providers to participate a^ to develop the badly needed case manage- 
ment capabilities, it m i^isential thj^ increased iederal reimbursement be made 
available to States specifically for this piirpose and that Stat^ cover the costs of 

^ fpllow-up m the reimbursement rat4as they negotiate with providers. 

Financing ' / . 

Increasing the federal share of expenditures for ambulatory care for children, 
including CjHAP »ervice«p is a badly needed incentive for StaU?s to provide impor- 
'tant basic care to children We have, however, several c6nc^rns about the Approach 
in tlie Administration's proposal. First, it is doubtful that the flat increase of four 
percentage |)oints over States' current federal matching rate for ambulatory care 
services will cover the cost of an expanded program and provide the means or 
incentive to carry out necessay pro^m changes. Second, while tying the financing 
of a program to performance is unportant^ because the precise relationship of 
performance to financing is not spelled out in the bill, the impact of this approach is 
unclear. It is impoiisibie to tell whether this system will be an incentive to States to 
mount etTective. urograms or will even adequately cover the Coets of performing at 
any given level. Nor is it clear whether the performance standards will be set at a 
* level which indicates adequate performance. To the extent they do not measure 
program adequacy. CHAP will provide increased fedaral support for an inadequate 
proj^am. ' 

These details must be spelled out in CHAP in a manner whi«h guarantees a 
workable and efficient system of financing 

Outreach 

Currently, Sutes are reqqired to inform families with Medicaid-eiigibie children 
about the progrsm and to encourage and help them uses servit^, However, few 
Suites use the methcxi of outreach, proven to be must effective — persorfal contract 
with Mt^icaid families by members of their own community. Inadequate outreach is 
reflected in the S^xtrerjieiy low mies of participation in EPSDT. Currently, only 
about oneHJuarter of the screens needed oy eligible children are provided. Unless 
provisions tor effective outreach are included, as in the past, few of the eligible 
children in net»d ofX^'HAP s^Tvnces will actually get them. 

The Administration's prop<»^l includes a higher federaKmatch than is generally 
available for outreach services But a^^ the current program has shown, 'mere avail- 
ability of fiHieral funds does not lead States to institute effective outreach programs. 
While we support flexibility for States to design programs specific to their needs, we 
bt»iieve certain minimal guarantees are essential to achieve the program s purpose. 
Therefon* m addition States should be cx{)ected to earmark at least a certain 
f)urtion of the program budget for outreach and; States which do not reach (i.e., 
iissetw) a rt»asonable proportion of eligible children who need assessments should be 
required to devi»iop new outreach programs emphasizing the use of organizations 
located in the iargi»t ^"ommunity. 

l\'i^^iaptn^ Stall's ' capai'ity to deiiL^r CHAP services 

Dnlike otht»r Medicaid ^rvires, (^HAP charges States with putting in place many 
services and iwmg that children receive the;^. This calls for a kind of planning and 
administrative cap4ibility different from o^he'r Medicaid provisions. CIlAP doet* not 
adi»quately addn*?*8 tliem- affirmative iisp^^tii of the program; nor does EPSDT as it 
in now administered ^' 
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Tu Qutry out im «^IT^v« CHAP prc«frajm, Stat«i mi^ »et out a ftlrmtegy capaUe . 
of ma«UQg progr^ hmld^ m ttat«widB i^yAmsx for (kUveriii£ Uie tervicp, . 

mnd g^oing brx>^'b«H«d poopttraUoa from « riuig# of persodoel who work with 
childrsn, Undttr EPSDT. Ui«m haft littU» and in tome pUicaii no attention to 
thm& activitiai. Proviiiaoi siM^ld be ad4atf to gtrengti^ State plan rsquirementa. 
^tiMt fthc^tki develop (with itt|batantial public in^HiU an annual Stata plan demon- 
fttrating thm capacity to meet i}rdgraiii requirementii. 

Health m^rvum 

. CHAP ie«k» to Jnake available to children preventive and primary health senf- 
icee. The Administration » CHAP propoeal includes a aignificantly improved benefit 
package for Medicsid-eiiipbte children. However, many children, particularly chil- 
dren with handkapping (x>ndition», will stiU.^io without iiaeded care becauee Stataa^ 
can 05^ not to cover a range erf he^th Bervice$ (e^. phjrtwc^ therapy, speech 
therapy, prpethatic ^vicea, and eome clinic eervicesX In ackiitloOi States are allowed 
to place llmiUtions on the amount, duration, or scop« oTnHitine dbntal eervicee, and 
amlmlatory mental Iwialth eervkes provi<^ by cJmici (unlese precltided by mini- 
mum service requirements set by the Secretary), and all opUonal Medicaid servicee. 

The purpose of a pwinwtfy care pro^fram to prevent or treat awly on children s 
health problems. For CHAP to identify a child -a haalth needs but not provide the 
services to ireat tl^ problems defeats the purpose of the |m>gt|un. Furthermore, the 
services unavailable through CHAP cannot necessarily be g<^ten through other 
programs. Other f©dwally-fun<tod programs reach only a small portion of the CHAP 
children who need their service*. And, many of these programs are dependent gq. 
third-party reimbursement through Medicaid for financing. 

Allowing limitations on the amount, duration, or scope of basic services is inc^n- 
sistent with the goals of CHAP. First, one of EPSiyTs most important departures 
from Medicaid was that it overrode ^te plan requirements in some treatment 
areas, including dental care, by tailing for coveriige of necessary treatment CHAP 
is intend/ed to build on this co^pt by expanding the scope of services to cover all 
needed care. Allowing limits in amount, duration, or scope undermines the receipt 
of necessary care and movee CHAP in s^mie instances a step backwards. Second, in 
the case of meiiul health servicea and some clinic services, such limitations would 
be applied to Services provi<kd by oicganiaed care providers. Th^ limitations will 
function as eusincentivos for health centers and, clinics to participate in the pro- 
gram. Yet tkese sre the providers most likely to provide children ongoing health 
care and mfental health services at the least cost , 

Bacausft'tiw cost of adding theee few services to the mandatory benefit package is 
modestT^hd because the need foi' a full range of primary health care services i« 
great. Crap should include at a minimum coverage of all needed ambulatory care 
for Me<|lcaid;eligible chiidrpn without limitations in the amount duration, or scope 
of thes^ services^ 

DinU^i »ervicgM ' 

fhere is a wide consensus that children need routine dental care. Including 
coverage of routine and eraei^ency dental care as a Medicaid benefit for children is 
an^mportant improvement in the new CHAP proposal. Despite this eximnsion of 
bftiefits» however, Medicaid^eligible children will still go without needed dental 
services because of ^veral serious deficiencies in CHAP, 

The Administration's propoeai requires States to inform all eligible children of . 
the need few and availability of dental services. States must additionally refer 
children to dental providers on a timely and periodic basis. Under this scheme, 
there- is no requirement that States make maximum use of qualified dental provid- 
ers, or develop methods of reimbursement and administration which assure the 
statewide availability of dental providers. The Administration's proposal fails to* 
assure the availability of r^urces to deliver covered services. 

Furthermore, under Cl^AP, responsibility -ior referring children or foilowm^J up 
on the referrals is misplaced on nonexistent. No agency or provider is responsible 
for foUowwp to see that needed* dental can& is actually received, Responsibihty for 
referrals is given to the State agencv- To be most effective and efficient, however, 
referral jhust be An integral part of the health asse^ment ^ 

States should be required to assure the availability of dental providers, make 
maximum use of alLquaiified dental providers, and actively encourage participation 
of others by ofTering attractive admmistrative arrangements. CHAP should ^ake 
direct referral to a dentist a provider responsibility and specify responsibility for 
folldw-up on ^mch referrals t<^' assure that children are getting the care for which 
they were referred. ^ * * ^ 
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MainUfiutrCm of State f /fort ' • 

Th# prinM»ry purpose Ushind inciting the ft^Jefal shart- of CHAP expenditures 
S^rUon of r^^^ «t-,^^h.n «nd expand the. r pn^^ranu.. Yet. a hTJSS 

fi?r rnpAii ^ "AP" i«ie«S budget will ^o to increased federal matching 

S«ri InT"^;"-"** *'":^'--hi^dr^n who ar« currentiy e%.ble. In order for the increasel 
^^th J " ^ "1- 'mprovenjent and ejtpanision. States must main- 

toin thwr current iev'el oi tnmncmi commitment. Otherwise, the new federal doilara 
f'MW^K '■''.S'"'-'*-' ^''d wUl not result in benefits for neiv child re™ 

i-MAl Should requir.. btate« to maintain their current level of State Medicaid 

^Matio"!^ ''"^ ^'^ ""^-P^^i*^"^ service, for the under 21 

Fetierui enfiyrt't^meni 

While we aiuppurt UMin^ incentives to get Stat*?ti. to iciplemont the CliAP proirram 
and pravide primary care to childn?n, When States do not meet standards TfEW 
should have w^yn oi accoinplished compliance with the law 

j!"""^ enforcement is aecomplbhed through the financing 
«y»tem. The pejiaity w a graduated adjuiitment of the Federal matchinK rate for 
ambulatory oire to chiidrtni no lower tJian five fiereentage point^i below a State's 
current federal matching rate. ^ w « » 

The effectiveneiw ot any compliance mea^iure depends on the level of performance 
which triggerji the entoruement mechanism and the impact of the penalty for not 
pertormmij ademiately it is doubtful the Administrattoa's approach will have suffi- 
cient impact to bring about compliance. In^som^ States it>ill be cheaper to absorb 
the nxiuction than mount an adeijuate CHAP program. Second, since the reduction 
in the federal match la apphed to expenditure^ for ambulatory care services to 
children which comprusi* a fraction of overall goetij (as opposed .to in-patient care 
whic'h muke« up the bulk of state expenditures), it is le^ likely to have an impact 
on Mate performance^ Third, ;8ince the rt-duction is applied to siervice-related funds, 
it m likely to be harmful t^ program beneficiaries. 

' C^HAP HHouid establish a minimum acceptable level of performance for purposes 
of detttrmmmg whether a financial penalty should be applied. States not meetinsr 
this level should receive a substantial reduction m the federal share of Medicaid 
adnnnistrative co«tii. 

Bmldm^ (wamntahiiity tn HEW'a adminuitmiion of CHAP 

The history of El^m has been character!/^ by foot dragging at the federal and 
state levels and a pror\ounced failure by HEW to provide the necesj*ary suppdrt and 
leadership ' We are extremely hopeful that this Administration is committed to 
vigorous action to stn* that children receive the benefits to which CHAP entitles 
them. At the isiime time, we believe it important for the. Congress to institute 
certam minimal formic of accountability. CHAP, as presently written, does not 
mciude'such, mt*asurt*s, . ' 

Had KreD'f included U^ncfunarks against which the'congn^ could monitor the 
progress m providing c:hildr^si with needed care, KPSDT's poor pe^brmanqe would 
not have persmted thest^ ten years. We believe it es8ent/al that they be established 
under UlAP 1 heretore, we r^wmmend as a target that H0% of eligible children be 
enrolled m the prt>gram within five years of enactment. In addition, an independent 
evaluation ot HEW s admmistration of the program should be conducted and sub^ 
nutted to Congress on a biennial l>asis bv an out^side panel of experts representing 
the UTtert^ts of rcvipienti*. Fmaliy. in addition to the charge already in CHAP to 
review overall state ^Performance on a biannual bf^sis, HEW should be charged with 
monitoring state ^x-rformance regarding provider participation and with reporting 
to Congress on pn)vidt.^r piirticipation in CHAP and the stejjs being taken to us<> all 
qUHnfuKi providers in the program. ( 

Children's Dk^snse Fund, 
Washington, DC, April 18, 1979. 
The Phk^jidknt, -s^ 
7Vir WhiU: House, 
Wmhin^n, D C % ' \ 

Ukah Mh PRfc:.^pKNT: As you complete your propoi>al for naticmai health insur 
ance. 1 want, to s^^out (^I)F's views on the indispensable features from J4ie stand- 
poiM .ot children >ji>^d families, We are strongly Committed to poi^ge of CHAP this 
year as the single mo*«t munfxiiate and doable he?tlth prioritv. But we a^) believe 
the nations c^uhiren and families urgently heed a tightly designed, comprehensive 

' S*H' KPSirr Wh's U S^h^W fh-alth i'Hrv For Wnn Chthiren'" pp 54 "jH 
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national h^^lth prpgraiti, structured to contain akyrocketinif coiitM and responsive to 
the bHUic needs of Am#rici*n faniilm. 

We i«r« i^xtremely troubled that much of the hatronal health insurance duK^ussion 
und mveml of the propoiied plans ignon? principle* fundamental to adequate care 
tor Aniijncan children and 1'ami!ie«. Primary cane, which compriijes the vast raajor« 
ity ol mrvicm children need, has received minimai attention. Any plan for cata- 
»trophic coverage without proviiiion* for primary care service* m unsound and 
unacceptable, tkjually unacceptable is any plan which fails to provide siifniricantly 
better services for children and pregnant women. 

iX)MPJCLUNU STAKK OK CHILDaiCN IN>NATIONAL KHALTH INSURANCi: 

v. The 64.(RH).(KH) children and youth under 18 are nearly a third** of our popula- 
tion and all of our future Their health care atYects thirty^ight perci>nt m percent) 
of households with children living in them and additional households with parents 
or relatives responsible fdr childrtm. ' 

2. Children and pregnant women are covered particularly poorly by the pr^nt 
mix^ of public prog^rams and private insurance, in spite of the known value and 
modest expemje of child healtlh- services. Many of the millions of Americans who 
have no h^|ti)ypvera|(e whatsoever are children, youth or young pregnant women* 

WW inccwftBjjtifhuhefi constitute over half of the uncovered group. Many are poor 
' famih^^ with Children who do not qualify for public programs because both parents 
live at home. Another 20 i^ercent are young people bet\veen the age^ of 19 and 24, 
an agt> s:roup trequentJy in need for maternity-related service®. 

CMy If? percent of empioyment-based insumnce plans cover children's eyegliisses, 
9 percent preventive qire, and 32 percent children 8 dental care. 

More than half of private iiusufance plans exclude pre-natal <;are; 45 percent post- 
natal care: IH) percent ^family planning; and about 50 percent leave m^or gups in 
' newborn coverage during the first days of l^fe. Under the Medicaid program, 17 
states do not cover maternity care for womefn du^-ing their first pregnancy. 

Seventy-five percent of American children are covered through private insurance 
for honpitalLwtion. but less than 1^0 percent ai« covered for out of hospital, physi- 
cian vii*^its 

Ten million children in the United States get no regular primary health care; one 
out of three children under fifteen years of age has never been to a dentist; 

Infant mortality rates are 50 percent higher for residents of poverty areas than 
non-pt)verty areas; poor children spend more days in bed and lose more days from 
school than children who are not poor. 

(I Childhood is the time when health care Has its greatest preventive payK)IT. It 
w9uld he wasteful to enact a national health insurance program which does not 
' ;/ erj^phoKue preventive services for children and pregnant women. Simple, in^pen- 
iiive mt*rventions often make the diffi^rence between fulfilled and productive citi- 
zens and disabled. otXen publicly subsidized adults. An HEW study found that 62 
p<*rcent of the serious conditions found in a teenage population were preventable or 
J correctable. C^DF's reports have documented countless stories of children who never 
/ learn to read, develop hearing loss or become chronically disabled because they 
/ never got routme. simple health, care which could have prevented or eased their 
handicap. . ' 

Povidmg necessiiry services during childhood also benefits society. It saves billions 
oi dollars in treating preventable complications later on: , 

Children have spent 40 percent fewer dayiUn the hospital' when complete preven- 
Ive and follow up care were provided. 
An mveKtmenl of $1H0 milHon in the- measles vaccine program Siived an estimated 
billiun m medical care and long *term care (by preventing conditions such as 
deafness and retardation). i 
Childrt^n on Medicaid who rtveivtxJ preventive care cost the prc^raml roughly 40 
|.)C»rcent letis in total riuniical bills than childrer^ who did not. 1 

What should be done^ 

Beyond CHAP on the children's agenda is a universal national health insurance 
program incorporating the following key elements: 

1. Universal eligibility • 

2. Clear authority' at the federal level for the basic design and goals of the , 
prt)gram. . i 

S. Standards for providing health services, defined and promulgated at the 
ftxi^^ral level. 

4 Consumer or parent p^irticipiUion built in at every level of resource alloca- 
tion, polity formubUion, and health services delivery, 
r? Frogrt*8sive financing. 
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6. In such giH)ifr«phk ajpra, oae entity clearly ck«ignated to make «ui1? that all 
beneticianea, eapeciaily chiidran and pregnant women recei^ needed car©. 

7. Benaftt package«, noethoda of payment and other arrangteoenta to a^ure 
children acceia to cocapn^'iensive priniary care (See faeiow). 

The iirut nix element are eaeential not oJiiy from a children's point of view but 
for all Ameficana. The teventh is the moat crucial eieiront froin a children's 
pisrapeciive. 

j-iuoarrv piiovuaoNS ifoa chu-wucn in u:^oual huaith iNau^ANca 

A atrong, coherent syntem of unmary care which encouragee appropriate use of 
primary care eervicee would alli^yiate suffering and prevent illnees; include the 
overwhelming uusyohty erf. health aervicaa ne«Kfcd by children; and cloae the gaa 
where the moat utriking diipmrities remain between the affluent and the poor in 
acc^ini to and quality of iervicea Incentives muiit be shifted away frc^ an uncritical 
reliance on high curt technokn^, in-patient jtettings for care, and an dver-emphasis 
on specialist's services. ' , _ , 

Five provisions are crucial: 

1. The program must incluik an ^^uate benefit package for children, youth and 
pn^naiU women. 

Trie range oi essential services for children and prraiant -women must be covered. 
At a minimum, appropriate benefit packages for newborn care, comprehensive care 
for children up to an age level to be determined, pre-natal care, cm^ surrounding 
childbirth, post-partum care, and female reproductive care (e.g., pap smears, family 
planning) must be incltided. In addition to traditional medicai procedures, it is 
crucial that health-related support service such as nutrition education, outreach 
and health counselling be covered. 

For children and youth, health support services are often indispensable to enable 
families to use health services and for medical procedures to be effective. J^or 
instance, counselling a parent carefully in how to follow a penicillin r^men can 
make the difference in whether the treatment cures the child's strep throat Simi- 
larly, support services are sometime more^ffective treatment than traditional 
medical measures. Proper treatment for learning diffki2ltie3 may not require drugs 
but rather health professionals to work with teachers or parents to change practice 
in the schooil or home/ - ' - 

By defining health support ^rvices precisely and paying for' them in circum- 
scribed ways, comprehensive care caw db provided to children economiC^ly and 
effectively, If well designed, the total cost of comprehensive care for children is 
rpughly $250 p^r child each year. This compare to $737 pc^ntly spent for eaA 
American through our inefficient and often ineffective '*non-systenv'* To work prop- 
erly, the support services we advocate should be reimbursed Uirough a combination 
of iipeciai purpose grants and reimbursement to providers which meet specified 
standards. Appendix A sets out in^more detail our recommended benefit packages 
and suitable methods for reimbursing benefits. 

2. If there ai^ direct fmanciil costs for health services, th^ must ^ot be imposed 
at the time services are needed. They must be li^ proportion to the family's ability to 
pay. No deductib|k» or coinsurance fiiiiHild be applied to children's services, pre-natal 
care, or family plannir^j. 

No family should .puffer financial hardship as a result of health care payments. If 
coi^t sharing is included through premiums, coinsurance or deductibles, it must be in 
propqrtion to the family's ability to pay. We would oppose any fee at the time a 
child or pregnant women walks in the door of a hospital or clinic for services. Such 
policies often keep families from seeking needed care in the first place^and lead to 
many families being rejected for nec^sary care. ^ 

We oppose coinsurance and deductibles for children's care, pre-natal care, and 
family planning. Neither, unnece^ry use of services nor high pro-am co«ts are 
serious problem^s in children's services, pre-natal cdre, or family planning. The cost 
of children's care is modest and predictable, and there is no evidence that overuse of 
services r^ults when. children have acce^ to free care. Imposing coinsurance and 
deductibl^>s would harm children's health because the bulk of service children need 
would remain uncovered. The total cost of child health services often would not 
exceed the deductible, but might nevertheless k^p families from obtaining the 
servici'^. Using coinsurance and deductibles fc^r childrenjplaces precisely the wrong 
financial incentives in the on^ram. 

8. The program must include measures which make available the proper kinds of 
prov^iders to all beneficiaries. 

The mix of health providers and programs in this country leav^ millions of 
children without accis«s to primary care. For the 49 million Americans who live in 



medically undemerved amim a progmm which i*imp!y payb biils wilj not buy their 
children priniary C4re. The^ program xnnst correct resource fthortage^'t 

It i« MiAentiMi thut a fu&d proportion j^i nationjd health im^urance funds 
appiiiKi to davelop raMOurea«— to provide t^hnical asaistaftee; start up fundi^, and 
continuing »ub«idii^ if naedixl for qiiaJified provider groups ierving underserved 
areas. TUe firmt priority should be to creatie a nationwide network of primary care 
,jiervic«*4. ^ 

Methodji for doing business with providers muBt support this network of primary 
care, siervici». Finst, there muijt be suitable certification atartd^rds which guarantee 
that all qualified providers can participate in the program. It m outrageous that 
public pro^frams currently discrimini^ against and frequently exciude entirely the 
vei^ providers be«t able to serve children— for example community health centers 
ana primary care ciiniai staffed by physician extender*. SeconU, arrangement* for 
paying providers should encourage primary care rather than more, expensive spe- 
cialiiit^ or inpatient service*. Adequate reimbuniement levels for ^primary care fci^rv- 
iceii and attractive payment toiethod^ such as annual per capita payments, are 
etfiiential. ' \ 

4. National health^;>i^fiu^ance must support a range of persomiel working in 
organized settings. * \ 

'More and more of the health services children and youtlvneed camrot be rendered 
bv physicians working alon^. Conditions like aiiemia, dyslexia, alc^holiitm, and 
allergies call for the skiU^i of a nutritionist, or a mental health cown&ellor,^ or a 
ftocial worker in conjunction with a medical expert. It is increaainglj^ clear, that 
health aides and other paraprotetisionals provide crucial i^rvices m06t\ efTect^lvely 
and inexpensively. These facts argue conclusively for iJupporting these personnel in 
or^anizeo settings where they -can work as teams. Yet tjervices of some of the itioat 
effective primary care practitionei^ are still not reimbursed through private insur- 
ance and public programa; Reimbursement through national health insurance toiisi 
pay for <ne service** of qualined physician extenders and paraprof^aionalfl who 
work in clinics and other group settings. • « > 

5. If the natii}nal health program is imolemented in phaaefi, any first phase miLst 
emphasize primary care and must be tnf base on wnjich later phases are buU,t. 

While we believe a universal program can and should b^ enacted at one time, if it 
proves necessary to implement the pro$p*am in stages, the priority should be to 
provide primary care to the largt»4jt possible population. We strongly oppose cover- 
age of catastrophic care without batUc benefits, ita results would be devastating for 
many children and their famili^, and indirectly for all Atnericans because of its 
inflationary impact. 

Any first phase must create the structure into which subsequent phases of the 
program are placed. It would be unacceptable, for example, to begin a pn^am for 
the poor or for ehiidren which would be separate from tne program through which 
the remainder of the population is covered later! To guard against a two-tiered 
system, program administration and reijnbursement methods must be the same in 
first and subsequent ph^ises. 

We believe that high quality, affordable health carfe can become a universal 
reality and that the only effective way to put a [id on C06ts is to enact a plan which 
contains these principles. We are eager to work with you, tippropriate staff and 
appropriate mem^)ers of Congress for immediate enactment of CHAr and to fashion 
a sound national health program as quickly as possible. 
Sincerely. 

Marian Wright Edku^an, 
Director, Children s Defense I'\ind 

ApPKNDIX a.— FlSSKNTJAL AmBULATOKY SkJ^VICKS KOR CHIUJKfclN AND MoTHfiKS * 

A SKKVU'J:^ Tt> HK INrUIDKn IN THK RASIO PATKAGK TO BD REIMBURSED WHEN RENDERKD 
BY. ANY PKOVIDKK OK HfclAI.TH SKRVICKS MEKTINU SPKClKIill) STANOAHOS 

1. Care of pregnant women ! 

in) Pr«*natal Si* rv ices The first visit, irrespective x^f when it occurs, should include: 
Health history, including family history; Phy??icar examination; Ijaboratorv exami-, 
nations: and Counselling regarding nutrition, smoking* use of alcohol, use of medica- 



' Thr 5«t»rvict*H WntifHi nvid their cat<^oriziition are intended a« an illustration of how the 
*qiiif4tion of b*»nefits tor rnbt hers and children should be apprt>ached, as Well as a guide to specific 
^»i-vuTf» The !4t»rv{ix^ are atiaptwi from re<x>mmendatiori« of tht* Amt»rican Public Health 

Ai««x*iutu)r^ the America^ Academy of Pediatrics {1*^4). the American (>)lli»ge of {)h«t*^t- 

ric« und ('»vius.t)loKy .lH^T4i. ami a^tudy of the insurance system and fertility control funded by 
the Ford 'f^H'ketVlTer Foundation Population Policy Kewearch l^oRram 0977). 



tioiw, akjn* of libnormal. pr*^ancy, and iii response to cpocema expr^aed bv 

SuWqiwnt viMiu nhouid cxx^ur: Onc« each month, through 28th week of pregnan- 
^; once each two week*, 28-3Bth week^* of pregnancy; ^ onCe each week after 
46th week of pr^ancy. 

• Subieouent vutiUi ihould include: Laboratory tentii arid physical' examination as 
needed; C^unaeiing in re^ponw? to concenuj and cojiditiomi existing In the courue of 
pregnancy, coumwling regarding plan« for labor and delivery, and for infant care 
Amnioa?nte«i» fbr women over 35 und for thoiie with genetic indications and vita- 
min and sron supplements and ipedication ai^ needed. 

ih) Care Surrounding Childbirth: Nece«uiary ikervicee aswiciated with giving birth 
!n an accredited hospital or other accredited institution; Group or individual super- 
vi»ed biHliiide instruction the mother on »elf care and infant care, including bre^ 
leedmg; and i»amilv planning counaeling and service**. 

(c) Pontpartum C4ire: Home visit by a public ht^alth nurse, or other qualified 
health provider, within the linit two weeb* ai\er discharge from the hospital in 
order. To assist with implementation of home care, and infant feeding and to 
provide advice and counaeling on parenting and To asbe^ service needs and make 
reterrals. 

One olTice or clinic vi4^it for routine examination and for: Advice and counseliniT 
Latx^ratory procedure* as indicated; Follow-up family planning services; and Help 
with meeting nutri\iAal needs df mother and t;hild. 



2. Child Care 



la) Health visit within 10 day^ of birth, including: Physical examination. Counael- 

(b) Pre-feK-hool health checks: 4 to ^ viaits during the remainder of first year 2 to 5 
visilii between ag«« 2 and 6. 

Th8i<t* visiUi should include: Physical examination and appropriate laboratory 
tetJts; Developmental assessment; Counseling and anticipatory guid^ce regarding 
nutrition, 'accidents, hygiene, and child development; Immunizations against diph- 
theria, teUnus, pertussis, meaales, mump«, rubella, polio, according ta the schedule 
recomniended by the C^mi^ttee on Infectious Diseases, American Academy of Pedi- 
atrics; Huonde Jiuppiementa a£[ indicated; and Vision and hearing t^ta, by observa-^ 
ti6n and reoort; 

^ (c) School-age heaith checks: Visits at ages 7, 10, 13 and 15 for purposes of 
Maintaining immuniicatiotis; Ptmical and developmental evaluations including nec- 
eswiry laboratory work; Counseling regarding sexual development, alcoholism, 
smoking and drug abuse, as indicated, and in response to parents or child's con- 
cerns; and Provision of contraceptive services when indicated, 

{d> Diagnosis and treatment of: Disorders df growth iind development; Acute 
iHness; and C.hronic illness including rehabilitation and management of physical 
mental, congenital and acquired abnormaHties, . , ' ' 

(e) Short-term counseling, consultation f nd referral as necessary for children and 
theiT parents around specific health problems like handicapping and other chronic 
conditions, learning disabilities, acute illness like venereal disease.- and develop- 
mental and behavior problems. . ^ 

(0 Routine dental service, from age :i on, to include: Annual oral examination' 
with judicious use of X-rays; Semi-annual topical fluoride applications- Fillings 
adm>ftive sealants, space maintainers. 

'A. Female Reproductive Care: ■» 
. (aJ All women within the reproductive ages should receive periodic: Breast and 
pemc exajjnipatiorts; Papanicolau smears (for cervical cancer); and G.C cultures 
(test for ^norrhea). j 

ih) In addition, covered fertility-related services should include: Ail methods of 
fertility contn>l; Care of involuntary feUil loss; Treatment of infertility; CJk>netic 
counst»ling arHi^4iiiU4^;>ii.«p-TLs indicated; Pregnancy testing; and Contraception coun- 



B. SIHVU^KS W BK INCLUDKD IN THK BASIC BENKFlT PACKAOK, WHKN PSOVldkD IN 
AN ORGANIZED HIULTH CARK SETTING MATING SPEClKUEp STANDAKDS 

1 Men ta 1 hea 1 1 h se rv icH*s, 

2. Health education i^rvict^s, group and individual instruction to: Assist individ- 
uals to develop health^promoting behaviors and to adhere to a prescribed health 

' KpiiusU- rppnxhict^ve cart' is includtxi m this lint of recommended M»rvia»t4, becau*^ by 
priwi-ntMig iluH**iks** ut the reprodurttve .syst^fn, and by nilpwing women to have the desired 
numbtT of t'hiliirrn when they want tht'rn. them* H*rv'\c^ can U? expect*>d to improve the health 
of chiidrt»n 



o 

ERIC 



regimen, aa indicaUni; Ammi cufwum^ru to utili^w ^rvice« most appropriately; 
Le««en riMku l&ading to hifalth problemit, minimii(£ the islTectM of iiln^, and, avoid its 
re<^urrencie; and A^uiist prcTj^nunt women to obtain information on nutrition, fluoride 
uuoplement^ family planning, »elf c5itlr«r3^1ivery ai)d pai^nthood. ' 

HonVi^ health cpre: MedicMl, nursing, diiitary, rehabihtative, oducationaf new- 
\cm in the honie to mothens md children who are recently dia^harged from the 
hoi»i>ttal, iU or diaabied 

Home visit by a public health nurse, or other qualified health provider, to a 
pregnant Woman for purpoifett of helping to ^prepare the h6me and family for the 
abtence of the mother during contlnement, "and for th# C4I>? of the infant alter- 
wardb*. • 

4. Honiemuker nervict^: Aaaistance in routine household responsibiliti^ for fami- 
lieti in which there iii illnetm or dij»ability . ^ 

c si:kvick^ which woviji as riNANcm) THROiTt5ti graj^ts to ok cc^ntkactts with 

OKUAN PHOVIDKR^ Of* CAKK MKlIfTlNU iiH|X:ini^> STANDARD^ ' * 

Eligible ''provjderjiv>v^uld include schools, day care/center, t^n centers, etc., as 
well vua organized providei^ of comprehensive ambulatory health services such as 
hoBpitals and health centers, organized providers of categorical health services such 
m Umily plannin^f programs, and official health agencies: *' 1. Immunizatiorw; 2, 
Family planning service* and counseling; 3, Mental health services; 4. Preventive 
dentistry, incluaing topical application of Huorides; 5, Vision and hearing. screening 
and follow^-up; 6. denetic counseling and foUow-up; 7. Venereal disease testing and 
follow-up; und H. Demonstrations of improved method* of delivering primary cal'e in 
non-traaitionai settings. 

!>. SKRVICKS WHU'H WOUl-D BE FINANCKD THROUGH GRANTS TiS OR CONTRACTS? Wmt 
OKCiAN!Z>:D PROVlOEkS OK CARK MKKT1N(2 SPECIKIKO iP'AN!3ARi>S AND SERVING ARKA^ 
WrtH SIUNiriCANT UNMKT HEALTH 

1. Outreach and community education. 

2 Transportation as needed. 

H provision for temporary chijd care as needed 

4 Nutrition counseling and services: Planning and advising on breast feeding, 
formula preparation, food purchase and prepiiratioji, routine dietary needs, and 
special diet^s. , . \ 

Assistance m obtaining' food supplements through WIC programs housed' in iiealth 
centers and through referrals to other food aisistanGe agencies (such as food stamp 
ofTice). ' , 

5. Environmental education and services; Education on rectifying housing and 
sanitarv conditions which can lead to accidents, acute infections, and* chronic ^is- 
eoiies Uke lead poisoning: Assistance in uidng othfer community resources to improve 
these conditions, ' i 

' Provision of help or referral for problems which are not medical but which may 
have serious health imolicationis, including unmet housing, employment, welfare, 
child care and legal needs. 

Senator Taij^ad<;k. Next we, hiave Dr, Napcy Stone' and Nancy 
rorter-Morriil, on behalf of the Developmental Disabiiities/ Mental 
Health CHAP coalition. 

You n)a> insert your full statement in the record and summarize 
it as. you see fit. 

statemf;nt of nancy stone and nancy porter^morrill, 
on behalf of the developmental disabilities/ 
mental "healtif chaf coalition 

br Stonk. Mr Chairman, I am Dr. Nancy Stone. I am speaking 
this morning for a coalition of consumer and service provider orga- 
nizations concerned with mental health and developmental disabil- 
ities. I am speaking on behalf of the groups listed on the front of 
our statement. I ask all their names appear and be included in the 
'official record with our full statement. ■' ; 



' Somo nf the*K» ^rv\cv^ should bt» fujuit^d part of Ixisic bt^nefits an well as through grants or 
contrticfH. and thorvforv app<Mir In ihin caU-gory m well h.s in crat^goriet* A or B. 
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As a coalition we support full and equal coverage of service for 
mentally ill and disabled children. The proposed CHAP legislation 
IS intended to replace the current medicaid EPSDT pro^Tara and it 
x-an correct the inadequacy of original ^IPSDT legislation in provid- 
ing a competitivt! health service system for children 
- We believe, however, to be truly cohipetitive it must mandate 
treatment for all diagnoses, be they developmental, emotional, or 
physicai. lo do otherwise would be discriminatory to the more than 
1^ mUhon iow-mcome children it is designed to serve. 

Diagnosis and treatment of developmental and emotional ill- 
r^tf^ ^mJ^^ ^'"^ prevention, one of the stated purposes of 
'i^." ^ °^ cost-effective ways of dealing 

. witii the health of children. Perhaps the most critical questions 
unse when full cost coverage of mental health service reduces 
utilization of other health services and in fact reduces the total 
«ost of health care. 

A -report of one of these studies is a'ppended to our testimony in 
this study there was a 3i) percent decrease in number of medical 
visits by children with an average of only 4.9 mental health treat-' 
. -ment sessions. The control group in this study who received no 
mental health treatment actually increased their medical visits 
during the study by 30 percent, ■ 

There are a number of other strudies described in our testimony 
on pages .) a/id b, each of which have shown similar findings 
ihe groups supporting this statement urge the committee to 
buiid upon the legislation pending before it as follows: One, provide 
coverage without limits on amount, duration, and scope for orga- 
nized care settings meeting the Federal definition of community 
roentaJ health centers and for other organized care settings meet- 
ijig standards prescribed by the Secretary. , 
, One advantage of covering organized care settings under CHAP 
IS accessibthty. These programs are only available within rural and 
. intercity areas. To limit services covered in organized care settings 
discriminates against the children. • 
■ R^xxmimendation two is, tp authorize covera a^f irj-patient psy- 
chiatric benefits m accredited mental health l#||als and residen-' 
tial treatment centers as well, as* in general^mpital psychiatric 
. upits which have been appropriately accredited. Most emotionally 
disturbed children will not require in-patient treatment < 

However, legislation should allow the children who do require 
this environment which in-patient treatment permits to be caned 
tor m a setting appropriate for their needs. Accreditation should 
insure appropriate ser\-ice regardless of the setting, the facilky in 
. which they are provided. ; * - \ 

Recommendation Ny. 'A is to m£^Qite^t|^|; HEW iijsure realistic 
rates as well im timely medlc^Jfa&tt^Ursements for' quaiified ^ 
mental health provid^jrs. Undei^sfsiaicaid many States reimburse 
providers at rate^ smfcfet2imi&lly Mow cost. This is a barrier' to 
prwi3Tl)nqf quality 'c^e.p>^^^ fj 

-Senatot Va^pfr'Mted, in the foreword to "Crisis' in Child 
^^Mental-Health ChaU ■ / 

f^"']'''^'.*"^"*'* 'Iwul'lf challonKP, a chuHenfy of caring for a child already 
4«|i^^*»ick iind 111 lutKi oi help itnd a challenge of prevcntinK sickness by fostt-rinK hemh'y 
■^^^Hrvwih S<K'i«'tie!<^at^x> judgw! un how they care for theii; children 
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. Mr. dhairman, IQ years Mv^ ^^f^ binee Senator Ribicoff made . 
that statement. It m time to act. Thank you. ' 

If I taight haw just a moment more, I finished my prepared 
statement, but I ^ Senator Durenberger is here. I have just come 
back from viiiiting a number of EPSDT sites across the Nation and 
I want to Bay a word for the fiOimty nurs^ in Minn^ota who do a 
superior job. 

. Senator Talmadgk. Do you have comments, Ms. Porter-Morrill? 

Ms. PoRTKR-MoRiULL, It is a privilege to reprint the coalition, 
the organizations concerned with developmental; diseases of chil- 
dren. We thank you for tMs opportunity. ^ ' > 

I Bpeak not as a parent or professional with any personal experi- 
ence with developmentally disabled children but as a committed 
volunteer who car^ ^about people, good health,, and improving our 
health care system. 
\. You have our t^timony. I will only highlight the main points 

Cd-may I add we know the Senate has a very Dusy agenda, but we 
3 very hopeful markup and favorable action on this bill will 
follow this hearing very soon. , r . 

We are pleased that S, 1204 has- expanded the number of service 
covered by medicaid for eligible children by including prescription 
drugs, immunizations, vision -^d hearing services, and dental care. 
However, S. 1204 fails to m^date coverage of other optional medic- 
aid services that e^ntik|^for a developmentally disabled child. 

Many of the health services a developmentally disabled child 
ne^ds may not fcng included under a States medicaid plan. In iact, 
many States have chosen not to cover th^ optional services or 
cover only a few of them. Consequently, the avaii&bility ^ health 
service vari^ considerably from State to State. 

W# would like to emphasize that for a developmentally disabled 
child, optional medicaid services such as physical therapy, speech- 
language pathology 8ervic|e, orthopedic devices, mental health 
care, and other screening, J^ventative, diagnostic, and rehabilita- 
tive services are essentiarto his or her. health and well being. 
It is important that * developmentally disabled children have , 
^ access to the kinds of medical setvice^ that are. appropriate to their 
needs. We therefore encourage that the broads possible coverage 
for all eligible children be provided under CHAP. 

Current regulations permit States to s6t certain limits oft health 
services. While developmentally disabled childi^n share the sanae 
needs for basic healt^ care as other children, in some cases their 
special problems require different kinds of treatment. 
To allow limits to be placed on ,the delivery of health services . 
V undermines the receipt of neceslsary care and virtually assures thaf ^ 
* the children who need services the mcmt ^11 be made to suffer. 
Untreated - disabilities do not disappear. Without necessary 
health care most disabling conditions become worse and thus more 
costly to treat. 

Early intervention and followup can prevent the development of 
some forms of developmental disability, can dramatically reduce 
the severity of the disability, can compensate for disability pro- 
duced impairments, and can reverse symptoms. 

Also, severely mentallv retarded or developmentally disabled 
children eligible for medicaid as SSI recipients or as AFDC chil- . " 
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It tht^ children are not reached m childhood, when the nossihil 

needless disabii ty. We also an^pleased that S 120rwilf X 
children to receive certain health Services regardlei oLhetJ^r o^ 
not they have gotten a formal health ^ssess^nt 

Senator Talmadgk. Will you suspend just a moment pf^ase'? I 
have another vote on the Senate floor. Senator RibiSff ifyoS^il 
. pr^ide momentariiy. I will rush over and vote £md riJsh rL^t J^^^ 
and maybe we can keep the Hearing going without iniSfpUon 

vn^r^/.^T*"'''- ^"^"^ ^ delighted. Senator DurenSr do 
you want to vote or ask a question"? »=«"t,rger, ao 

Senator Durenbkkger. I do have a question 
rV«.m?; "^u^^l ^'^^-^ associate myself with the position of the 
Coalition and also with your recommendation, paticularly about 
the need to amend this bill to expand covera^rt the a^a^f 
. metital health services. But I do have a couple (^questions 
bePn^retmbr^r psychologists, as well as psychiatrists. 

.J^L.^'^^u M'^i^V'^''^ ^ ^ question the whole Coalition can 
S^m ' ^ ^ ^" individual. I would lik£ to have th£ 

Coalition have an opportunity to answer that 

, Ms. Fine. F am Teddy Fine, with the American Psychiatric Asso- 
ciatiqn. speaking on behalf- of the Cc^ition, wS?h7epr^nt^ 
mzations representing psychologists, social Xkers. a^^ycSa- 
^sts. It IS one issue which we have not XppS wUh sSy 
because w^ teel mental health care per se for Ihe cWld^en is more 
important at this level when we are working i a co^ it'on lan i^ 
getinto mternal fights as to who should get ilmL,^ ^ 

^'l''^ P^.^^^^^^^^ti I appreciate that Joswer. One of vour 
reco^nhriendMions is to provide coverage witSbHt IhSt onX 
amount of duration and scope. I do not know how^^cal Sat is 
I am wondering if there wodid be any way to qlarify the approori' 
Se1o!^h^lte^'°^ "^^"^^ ^-'^^ t^eatient^th^^f St^S. 

wifh t^h^tiL^ l!:'^^^r^^f^^ t\t — ofts^- 

stronK arguments for early discovery. I do not think we have the 
ttl^^'coiSSn^"'" ' — y 

One of the stjx)ngest arguments is the studies that are reported 
Z^Uhtrfr^'l^V^.t ^he HMO's, who looked T^l 

health cire ^'^"^"^ reduces the total cost of. 

l.ffwftK';J^''-T^'^''':^f- the Answer to that is we are 

duralon J"^*""^"^^ question and judgmental answer as far as 

^^Dt. Stone. I cannot give statistics if that is what you are asking 
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Senator Ribicofk. I know that all of you reprint a very impor- 
tant group of organizations. Many of these organizations do excel- 
lent voluntary work. Physicians who would sterve as providers 
Under CII AP have expressed deep concern about signing a written, 
agreement making them responsible for case management. 

The child actually gets foUowup and referral services needed 
which involve phone calls, personal visits, and other efforts to 
make sure the child gets the needed care. Now doctors feel— and I 
feei rightfully so— that they are not eqi^ipped to do this. 

Isn't there a way that community group such as yours could 
assist physicians with this foliowup task. If you give them all of 
this adrtimistrative work it is going to bog down. How about your 
grouf^ helping the physicians on the phone calls, visits, and other 
etTorts to make sure the child is getting the care? 

Ms, PoRTKR-MoRRiLL, ! think I can speak on behalf of Coalition 
mcmbi»rs whe^ I say we believe health care of our children is a 
partnership effort ^nd must be between the public and the private 
s4*ctors. There are an enormous number of services that the organi- 
ii:ations that have joined this Coalition can provide^ and we would 
like and would offer I am sure the opportunity for CHAP to 
become a reality, to work^ith providers and parents to see that 
this partnership becomes a reality so that the concern that you 
have expressed would be met. 

We would certainly offer oyr services. 

Senator Ribicoff. So you feel that your organizations'* could 
remove this question, this doubt from doctors by working out ar- 
rangements with medical societies to take some of those burdens 
off their shoulders? 

Ms. Porter MoRRiLL. The first step is to talk about it certainly, 
but I am sure there is an enormous amount of good will and 
commjtrjient on the part of coalition groups to do this. 

Senator Ribicoff, This is a question that Senator Taimadge left 
with me for Dr. Stone, I will read the question. Certainly no one 
could be opposed to appropriate treatment for properly diagnosed 
mentally ill children. And certainly many of those who support 
mandatory unlimited health benefits have the best of intentions. 

As you know, last year the Finance Committee held a hearing on 
the general subject of coverage of mental health under medicare 
and medicaid. 

That hearing indicated serious disagreement within the mental 
health professions as to the validity of many of the assumptions 
and underlying theories involving the diagnosis and treatment of 
those described as having mental health problems. 

You are proposing unlimited mental health benefits. In the inter- 
est of protecting defenseless children, my questions are these; 

One: Exactly who would be qualified to diagnose mental illness? 

Dr. Stone. I think that the answer that was just given for the 
coalition related Ito the fact some of these are internal decisions 
that I think the coalition has not come to agreement oi^ but there 
ixti) a number of people who are qualified providing the general 
terms of social work, psychology, and psychiatry at this point in 
time, but I think this is a position that perhaps the coalition should 
give you an answer on rather than my giving you a personal 
opinion. 
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St^nator Ribicofk, If you people don't know "who should do the job 
and who w qualitled, are we going to be able to name who is 

auaiined, if you have doubts in your Qwn minds--if you don't have 
le am^wer, and you don't have it? 

Two: Exactly what diagnoe^ would be considered reasonable and 
what diagnoses considered unreaaonabie? 

Dr, Stone. I am not sure I understand the question. 

Senator Ribicokf, I did not write the qu^tions so I don't know. 
Exactly what diagnoe^ would be considered reasonable and what 
diagno**es consider^ unreasonable? 

Dr. Stonk. I am not clear enough about the qu^tibn to answer. 

Senator Ribicofk. When Senator TJ^wadge com^ back he will 
^.-^i^lri^ it or maybe staff could clarify it, 

/ senator Hkinz, Let me take this moment to welcome the panel I 
am particularly pleased Ms. Morrill is here, a Pennsylvanian of 

Sreat ex^rience. It is also nice to see Dr Stone here. As somebody 
ho has taken a forred 2-vear leave of absence from health con- 
cerns— I us6d to serve on the Health and Environment Committ§fi 
in the House of Representatives for 4 years— I now have^ chance 
to be active again m the Finance Committee and this subcommit- 
tee, although I am sitting in at Senator Talmadge's and Senator 
Ribicoff s sufTerence, 

It is good to be back on Health and Mental Health. I wanted to 
get tho^ good words on the record before I had to leave, 
; - Senator RiBicoFi-r We will stand in short recess until Senator 
Talmadge returns and I will return. , ' 
[A brief recess was taken.] 

Senator Talmadgk. We will be in order. Dr. Stone, I understand 
Chairman Ribicoff started ^kjjpg one of m^y questiong and that 
there was' some confusion over one of them. I will read them to 
you. " ' 

Who 'would be qualified to diagnosis mental illness? Exactly what 
diagnoses would be considered reasonable and what diagnoses 
would be considered unreasonable? Exactly who would be qualified 
to treat children and what modes of treatment would be deemed 
acceptable? In view of the potential for improper or unjustified 
diagnosis of m^^^tkl illness in a child, exactly what procedures are 
established for independent personal examination of a child by 
quahfied people other than the person making the decision? 

I will send these questions to you, if you don't mih^ and ask that 
you respond to them in writing for the record. 

[The following was subsequently supplied for the record:] 

f National Association of Pkivatk PsYOiiATHjr Hospitals. 

Washington, D.C. July 9, 1979, 

Sctiator HERMAN TAIJ^AtXiK, 

. Chairman, Senate ti^lih Subct^mmittee, ' 
Dirk^n Senate Office Building Washington, LlC , 
DtLAH Sknatoh Talmadgk: During the n?cent Senate Finance Committee hearings 
♦ an the Child Health A«iuranct Projifram, you a^ked certain questions of the mental 
, health witneau, Nancy Ston*, M,D. JThe following is the response from «everal 
• organisations, who in con^ulations \W) Dr. Stone, bAve prepar^ this answer. We 
wish to have it printed a« part* of the official Recordings of the hearing. 
*■ The mentally 11! ehild must be eomiidered oh a whole human being. He/she must 
have accens to a complete range of health and mental serviceH, including treatment 
furnisiKHi in the moKt appropriate k?tting8. and fumishwj by a team of mental 
health profe^i^ionais. Controls on the Quality of these service should be ^tablished 
through appropriate profe^ional review ana evaluation. • 
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Children hav« uniqiH$ mental heaith naed«. Therefore, the* methods of interven* 
tion are difterent ftrorn thone for aduiU and require different in diagnostic meth- 
oda. treatment techniquem, ti^iniiig of clinician* and the nature of institutional 
arnuigement^. It in important to remember that children are not little adulta, 

Human developm^t coniii»U 4hree^mponenta: the biological, the pnyehologi- 
cai, and the social In chiJdmi, ^ opposed to adultn. the three levela of development 
are intertwined in very complex waya. The fact that many of these symptoms occur 
in the normal child who Qoe« not need mental health intervention complicatae 
diagnoittic j)rocedures. Sympt^nni^ far referral for diagnottis and treatment should 
constitute a m^jor interference of normal development and functioning of child. 
Particular attention qiuat be paid to Mymptoms that persiat and interfere with 
everyday functioning. * ^ ; ' 

Th& important thing ia to aiiaure prompt and proper dia^^'oaiii. Proper diagnoaia ia 
an objective of ail health profei^onalii. Enituring focus on ail aapecta of the child a 
development Will a?«ure the availability of Jippropriate treatment, 

Subaequently a treatment pi&n rnunt be develowd for each child and servicea 
furnitfhea in accordance with that treatment plan. Tliis may require the services of 
highly trained ^pecialista, in variety of appropriate settings. In a recent Supreme 
C^urt decision concerning commitment of minors (Parham v. JlL,J,R.^ in Georgia, 
the Court held that while the dtagnoetic decision-making process for. physical and 
mental illnesa m^y or may not be error-free, nevertheless, the independent decision- 
making proceaa> which includes a thorough investigation foUo^^ed by additional 
periodic review of a child's condition, will identify children ^ijiO shoula and shoul^ 
not be treated for physical and/or mental illnesses. The child should have access to 
appropriately trained qualified professionals, licensed or accredited in their special- 
ty As Roy Wenninger, M D. stated before this Committee last August 18 during the 
hearings referred to on mental health coverage: "Psychiatry and the issue ^f mental 
illnetis are too complicated to assume that one person has all the answeriB. Wie (at^ 
the Menninger Foundation) rely very heavily on the serviced of th^ mt^mbers of a 
team." - \ 

Utilimtion of a team of professionals permits each sp^ialty to be used in the 
motit effective manneV. This takes advantage of the different educations, knowledge, 
and skills each profeation brings with them. 

We share th^^ (x)mmittee s concern that children, both mentally and physically ill, 
should not be improperly diagnosed or treated. This ii^ue is best addressed by , 
ensurlpg that service are provided by appropriately trained clinicians in appropri- 
ate settings. As Dr. Menninger tutiiried in la^ year's hearing«: "Quality is a 
function of putting together tt^ree thinj^s:. what the problem is, what the outcome 
should be» and what tl^ approacHr should' be ... To address ail of these with a 
simple definition of diagnosis will do a great injustice to a great many patients." 

what IS needed, Dr. Menninger pointed out, is a system to determine, within 
reasonable measures, what a particular patient needs. For this, he urged a system 
of peer review. Such a system would have rigid requirements to ensure , quality of 
care, appropriate length, of stay and treatment, and appropriate, setting. Where 
appropriate, second opinios\i are^ as Senator Talmadge suggests, most valuable. 

The first question asked of the witness seenuxi to ask what are the relative 
competencit« of the several mental health discipline and which has the great^t 
diagnostic ability? The answer is that each 'has areas of special competency which 
ideally leads to team app;;oach to treatment. Any single skill of any discipline can 
be matchi^ or duplicated ov another. Mental illn^iaes are complex and require a 
multifacetixj diagnostic apprajkal. The question, e.g!, whether the psychologist or the 
psychiatrist is the most knowledgeable is comparable to asking whether the anat^ 
mist of the physiologist has a better uncfcrstanding of the human body. Unfortu- 
nately, in spite of the rhetoric, the real issue being asked and being debated is one 
of status and compensation rather than competence and skill. The Congr^is and 
much uf the public are aware of this being asked as the principal issue and we 
would be foolish not to tic know ledge it. . 

In the second quest ion » we believe we ar^* b<(ing asked to make a distinction 
between a documentable illness and a social or environmental problem — or can we 
be mon> precise? These distmctions cannot be made on diagnosis alone, but can* be 
best judged by response to treatment or intervention. If there is a limitation of 
.service based on diagnosis alone, practitioners could be expected to fit the diagnosiij 
to the ne^ With % multidimensional problem, emphasis is placed on the area 
where resoun^es «re available. Iliis does not constitute ^n inability to make an 
accurate diagnosis It is based on a desire to help 

In the third question, we are asked as to ideal mbdaiities of treatment. Again, 
treatment is not limited to one element of providers With any patient, after an 
mitial screeniiig the appropriate modalities and treatment settings would be estgib- 
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Iwhed Given the fact ttuit pgychtatnc cane H m) individualiaed, the i«»ue ivj to assure 
-that mU tikcioTH be taken inta mrcount at t\w initial screening. Thene i*sut«— social 
economjc, iamihai. community re«ource«^. siewrify of the patient s ilinc^ would be 
weighed m cotnunction with the acuity of the iUn*^ and &n appropriate treatment 

. P^n ^"^ia be drafted which would aiwur^ the appropriate utilisation of r^urces at 
? hand. t'o,iipecity ahead of tinw what modahtieti Rhould be used/denie« the patient 
«cc«iw to all pM^ible minJalities and ^ttm^. One model perhaps that should be 
Uwked at m thfc^- Jomt ConuiiiAJion Accrt^iUtion Standarck for Psychiatric Facilities 
Ihese KUindards d^Tibt*, i^et^mgw. i^talT delineationa, cam? manHgement. patii?nt 
nghU, etc They taite into account all the factors needed to a^ure sound aualitv 
patient cauv ' » - . 

In the fourth uhd final queution, we were asked what procedurc»s exist to assure 
fJroper dai^^noeu* and trt»atment Emphasis on the team appVoach in the develop- 
^}^'^^ ilL" diiii?not*is and treatment ^lan ofTem the grt^atetit assurance of appropriate 
cure Wh4>n one proletwion or one individual makvu all decisions without ^ionsulta- 

. turn pr asiiiiitance, the opportunities for mistakes increase. Ultinjate responsibilitv 
should not be confuiied with sole responsibility, 

Ther^ are lieveral avenui»« available for insuring proper diagmisis and treatment 
*or example the ^^RO program providt»s' criteria for admission and discharge 
procedures The Jouit (V^m mission ^tandard^i for psychiatric programs diflineate 
stall pnvilwgt^ utilization review, cak» management, etc. Public Law 95^142 Educa^ 
Uon of the Handicapped, leaves to state option the choice of setting and provider 
T here an> mWiy avenui*s from which to choo»e the various alternatives avaijable to 
annwer the question However, no legislative bodv should endeavor to determine the 
miKlahties and trt»atment settings available. Such decisions niust remain in the 
hands of the professionals 

We kK)k forward to working with you iui you deribfc>rate. We welcortuni the opoor- 
tunity to respond ^ ' ^ 

Sincerely, . ^ . ' 

f ' Nancy Stone. M.D.. 

Wushin^ltm. D.C 
Joy Midm'an, 

of Prnmtc Psyvhiatric Hospitals. 
" • - Chris Koynaoi. « 

National Council Community 

Menial Health CAfntem. 

J ISARKl. BrkNNKR, 

. .. . Lvim: Whitk, 

' Kfental Health Association, 

William Stonk. 

* , ^ American AssiKiation 

' ' l\n'hiatru' Services for Children. 

Amkhu'an Psychiatric Assck^iation. 

Wa^hmf^Ttofi D C, July 16, 1979. 

Hon. Hkkman I'ai.majhjk, 

Chairman, Suhcommittvr on Heuith. Si'nate Finance Committee, - . 
Dtrkaen Si^natc Offur Bailssltn^:. Washtn^on. IIC 

pKAR Mk. Thairman: On bt^half of the American Psychiat?ic Association, a mwii- 
cal sjHVialty f^ociety repre^niing over 25,(HH) jjsychiatrists nationwide. I would like 
to resjK)nd to the Miun*tions vou pc>8<xi during the recent hearing on the Child Health 
A^^urance Act to the CUlAP Co^iiition. an informal group of national mental health 
care consumer and provider organiiuUions Of which the APA is a piwi. 

While wi» agnv with many of ihv concept,s enunciaUni in the response submitted 
to you by s^weral momU^rs of the Coalition, we aro concerned that such response* 
was not sufficiently directini to the prtnrise questions propounded We hop!e to 
provide further clarification m the following apMK'ific resfxinses. ' 

We asHume that the questions iiski»d of tht' CfiAP Coalition mentaj haith witni»s,s 
are re?itnct*Ki to childnnui's ' nientid health problems" m particular. 

Question I Exactly who would be quaiifuHi to diagnose mental illness? 

Kespons** While we do not wiukt to denigtate psychologist<s, or any other traineii 
mm physicians who engage in tke treatment of mental illness, it is critical to 
rtvogni/.e that diagiu>rtis should iK* made by psychiatrists. The f>sychiatnstss as the 
n*sult nf his or her miKiical training, i.^ot only trauuxi to do psvchotherapy, he or 
she is als4) trainetl to make differential dia^n(>6*»s, to prescriU* meciication, and, if 
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nt)«d b^. to hiMtuiUh^ a |}fi(tient for ttmtment. Medical pitychiatric ukilli^ are not 
''fiubstitutablt;" oy thone oi nan-physician mental health profe^gionaii in'diagnoiiing 
nu?ntal iilnaus. . . I 

A* a rec*»nt Federal Court decision found: tr^e that both peychologista and 

payehtatritttii profe«aionaliy nsnder psychotherapy to patients. But in the treatment 
of nervguM and mental disorders, pi^ychiatristii are capable of providing a full range 
of treatment not just ptiychotherapy. In ddditiany oi m^tdicat docton, pfychiatrUiUs 
may render metiu'ui treatment and dip^miii^ It us und^puted that ciinicai psycho lo- 
/ifist^ are fiot uuaUfied to dui^nii^ iM^i^ua and mental disorders and to decide from 
what Ujuun-e the&e dt^rdenf stem, '* (emohasis added). 

The ability to provicie a diffm-ntial diai?no«is, a skill rt^ulting form a ptj^chia- 
triiit H mimical training, ia of paramount importance .since only such a diagnoeis will 
be abl|j|i^de^rmine if ^ proj|km the ruiult of a phyirical oriental iUn^Oi and 
nw^^'fljBuir. t/ansit0ry mental iTeal^h (not Uin^^, aocioWida^ dr education^^^b-7^ 
iemajioreover. the medical ditTerinitiai diafiti6«iji is equally important in its apility 
to out a positive dia^otiia of phyaical illnesa as tha etiology of a pt^ychologically 
bai^ problem., 

.Question J. Exactly what dia^oi^ would-be considered reasonable and what 
diagnt>i*ea considered ^n reasonable? 

Reuponse. We refer you to the Diagnostic and Statistical Manual II, or it* more ^ 
recept new draft. III, the document utilised by ptiychiatry and the medical prof<»«/ 
sion to establish diagno*ie« of mental; nervous or emotional disorder. We believe th^t 
diagnoses established in accordance with either DSM 11 or III, which spell put 
specific criteria for diagnostic decision-making, are ^'reasonable" diagno«€«. 

We assume the use of tbe word ''reasonable" was carefully chosen and our 
response dot»tt not address, therefore, issues of '* praise ness," *' reliability," **96rn?ct> 
ness/' or "»pproprioteness*'of diagnosis. / 

A February 3, 1979 article in Lancet, entitled ''A Reapprai^l pf Americs^h P»ychi- 
>try" notes that realism is replacing the exaggerated claims which we^ made of 
psychiatry » ability to produce pti«rsonal, social ^nd even political change. The diug- 
jiostic criteria established under DSM HI reflect such realism— deman^ng a constel- 
lation of criteria to be met before a diagnosis may be reached ^d treatment 
outcome predicted. " / 

^ We were pleased by the positive appraisal of U S, psychiatry tn the abovemen- 
turned article. We agree witn the article's praise for the scientific advances in U,S. 
psychiatry but realize the need for increased empirical r^iearch to provide an even 
oetter answer to this question. 

Question J. Exactly who would be qualifed to treat chil^ifen, and what modes of 
treatment would b« Seemed acceptable? / 

Response. The psychiatrist's role and function remai^ thoee of a physician espe- 
cmllV traintxi to adminis^ter to the neiHis of patients suffering from nerv^ous or 
meaUU disorders. Child pychiatnsts. through speci^zed training beyond the 4-year 
' ^)sychJatnc resid^mcy bring such speciaii2ed skills 16 the diagnosis and treatment of 
children's mental disorders. Non-physicians ren^iering treatment for mental disor- 
ders can bring other, non-medical skills to such treatment. 

HLstorically, |>sychiatry has recognised anci regarded favoraiily the growing trend 
to worit collaboratively with other physicii^Os and non-mddical professionals iivthe 
delivi^ry of many services to the mentally ill, once a n^edical diagnosis has been 
reached, llie help of «uch non-medical iprofesfiionals is most valuable in providing 
"^Hp€H:iali/.4Hi skills and services in such Xreas as clinical testing, casework, administra- 
tion and biu^ic research; many are aj^ trained to do other than medical psychother- 
apy 

However, it is critical to emphasize that the pfiychoiogical and phy&ical compo- 
nentii of an iIUm^ are intertwined; at any point in the disease process, psychiatric 
t^ymptoms of iUne^ may^'give rise to, sul^titqte for, or run concurrently with 
physical svmpioms; the n*v^rse may also (K'cur, 

therefore. Wtcausi^ of >tich intermf*shing of physical and mental illnesses and the 
■growing concern about the maintenance of ^uaii^y of services to the public— a 
concern shared by pi^vchiatrist^, other physicians and many leaders of the non- 
me<iical ^)rofessionrf- the APA believes that while the development of a treatment 
-^in for certain fhentally ill may be collaborative, while some treatment may be 
iipt)ropnateJy 0)nducted by other than a psychiatrist, and while a team approach to 
treatment i^'^^ften valuable, such treatment plan should be developed and treatment 
rendort^i i^fider the mtxiical case maniigement of a psychiatrist. 

InnofHr a.^ the "modefi of treatment which would be deemed acceptable" are 
conc<*^ed. ^e b<»heve that all medically necessary treatment services (i.e.. dru^^ 
therapy, pesychotherapy, psychiatric hospitalization, and otheni) are "acceptable ' 
nujdtn? of treiUmg sptK'iflc. dia^no«e<l mental iUnem>*^. 
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iuiaioicy help niake th« distinctiun belween thone treatmentij 
which we believe are m«dkaliy nec^ry «nd therefoq? reimbui^S^ 

riln^,?"!? f/^"1' ^^1^^^^^" « '^'^^^ player who e^eS%^farly1^ 
k4^p ht would not be proviamg a nudically neceiwary tn^tnu?iit servi^ to 
1^.. f player by encmirmmg ^uch exercbe. A phvudmn who condu™ith SI 
iMinie toothall player a reginien of exenri^ aiW player has unS?o^^^^ 
of ^dlLJdiT appn^pnate. medically necet^sary t44enX K J^^^^ 

4 in view of the potential for improper or unjutttifted di«imo«is of 
mental illni^ in a chfiid. exa^tf/ what procedu4 kre a*tabhihed f?r inCdent 

Since psychiatry atf all medieine, is not entirely a preciafe science but to 

J ^ . MiHlicine^ ''Medicine m not a science, but a learned profession 
deeply rooted m a number of scienceii and charged with the obligaUon to apply 
them for man ^ beneht. Thws, the r^nBibiTity of medicine (&) . . to jul^ 
human uJin^^ propriety of each medical act that directly affects another 

t^2'^'^J^'^A '''' ^^^noees, if the iraputiion of pi^femediUtion is in^ 

tended, ^itand in oppoiiition to the proper practice of medicine, and are unethicaJ per 

To ^ivcnd the inappropriate labeHng of a child as mentally ill-^whether as the 
result o( misdiaKnoeus or purposive "improper or unjustified diagnosis "-<the APA 
has long supported, and mdi»ed been m the forefront of peef review We ait» 
particularly sensitive to such iasues, since, regrt^ttabi^, mental illness remains a 
stigma We would support the concept of second opinions to assure that a child is 
not inappropriately sti^matiied with the label of mental ilin^, just as we would 
support similar activities across all medical diagnQ^eei of consequence. Other helpfo] 
eflorts might include utilization review and greater support for peer revW and 
physician continuing education. ri;vi*?w ana 

We hope you will make this resporuie part of the hearing record 
Sincerely, ^ \ . ^ 

Mklvin Sabshin, M.D.. 

Medical Director. 

National Association ok 
State Mkntal Hkalth Prog^^ DfRKcyo^, 

Washington, TxC. July 19, 1979, 
bt*nator TUrman E Taij^aix;k. f 
Chairman. Hmlth Sutk^munittee, Senate finance Committer 
Dirk^n Senate Office Budding, Washington. IXC. 

Dkar Sknator TAi^AtXiK: This is in response to the four questions you posed to 
the coalition of mental health organizations durfng the recent Senate Finance 
1979^^^^*'*^ Hearuig^^ on the Child Health Assurance Pro^am-S. 1204 (June 25, 

The directors of stat4» mental health services for children and yciiith have re- 
viewed thn«e qu^tions and on behalf of the state mental health proiffSm directors 
submit the attached response. 

The«e answers to your questions are submitteki for i^e present and future record 
even though the Finance Committer -h&s already reported out the CHAP bill 
rnTl^f, -^^H ^^^^^ ^^^^ ^ relevant for a long time whether or not 

.^Jt . r^"^^^^,^* whether or not mental health coverage for children under 

C HAP good, imd or indi|Terent. W 

For this re^ison we want you and yoUr sUxfT to have the position of.the state 
gtwernment mental health programs ^ * 

Sincerely, 

Harry C, Sc^hnibbk^ 

ExecutiiHt Director, 

NASMHPU R£sp<)NSK vo Senatk Finance Committkk on Mkntal Health 

CovKRAtiK Unukk CTiAP 1 

^ A coahtion of mental health organizations presented testimony before the US 
.Vnatt' on the child health iissurunce orogram. At the conclusion of the oral staU*- 
ri^ient S<»nator Talmadge po«ed 4 tough questions relating to the scope of mental 
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haalth euvtiragtj ufwkr **CHAP." The coalition witiyww deferrwJ from presenting an 
WMiwer jirttferring th^ M.H^ orxamLfiationii confer and preuare a written iWonae. 

U.S. Senate Finance Cotomittae a»ka. ''Exactly who would be qualified to di^gna^e 
mental iifne^?" . 

NASMHPD.i^pondii: 

(1) Th« fmal diagnoatic decuiion on a mentally ill/paychotic child should Ibe the 
reaponaibility of a paychiatriit (or any other profeadonal certified an qualified to 
treat mentally ili children by ttate statute or by the &ate Title XIX plan) providing 
the puvchiatruit and/or other certified profettuicmal meet the following qualifications: 

have an M.D. or a graduate degree in a mental health ipecialty from an 
accredited educational inatitution, m a minimum • ' 

have at leaiO; two years of demonstrated, i^uperviaed mental health experience, 
following^e graduate degree , 

be deaignated aa a qualified profeiialonal through an apWoved validation 
. prppram developed and administered under the auspices of the ap[;»ropriate 
national profeaaion&i oi^anization • ; 

be iicensed/statutorily certified in state 

be relicensed/st&tutorily recertified as required by the state. Meet istate r«- 
quirem^nta for maintenence and improvement of professional competence (con- 
, tingent upon demonstrated, competent practicft tod continuing educktion ac- 
^ cording to established standards oaveloped by t]& national profe^ioniil qrgani- 
nation). ^ ^ 

(2) Dia^oais also should be a composite deciaion which is derived from input from 
a team ot qualified menta^i t^lth professionals, and may include input from peychi- 
utrists, psychologista, psychiatric social workers and nurses, { 

VS. Senate Finance Committee asks! "Exactly what diagnoses would bb conaid^ 
ered reasonable and what diagnoses considered unreasonable?" i 

NASMHPD responds: '^Reasonable diagnoses" would be thoee contained in the 
American Psychiatric Association s "EHagnostic an^ Statistical Manual 11" W otjier 
diagnostic manuaKs) that a state deems to be equivalent. \ 

U S, Senate Finance Committee asks: "Eh^actly who would be qualified to treat 
children and what mocies of treatment would be dlaiemed acceptable^ ' 1 

NASMHPD responds: - 
« il) Of equal important to identification of specific treatment personnell is the 
development of an '^individualized plan of treatment" with appropriate professional 
input and review. ^ 

(2) I'rofessionals ^me<J qualified to cai*ry out the objectives of the "individual- 
ized plan of treatment'* are psyiehiatrists, psycholdgista, social workers, nurses and 
other disciplines as might be designated in state statute or the Title XIX plan 
p<x5viding they met the following criteria: 

have an M.D. or a graduate d^jree in a mental health specialty from an 
, accredited educational institution, as a minimum 

have at least two years of demonstrated, supervised mental health experience 
following the gra^^ated^free / . 

be designated gis a qualified profi^ional thrpi^h an approved validation 
program developed, and administered under the ^spices of the appropriate 
national professional organ izatibn ^ 

be iicensed/sta^utorily certified in state 

be r^'^censed/statutohly recertified as required by the state. Meet state re- 
quirements for maiatenence and improvement of professk)nal competence (con-, 
tingent, upon demonstrated, competent practice and continuing education ac- 
cording to establish^ standards developed by the national professional organi- 
aation). , 

(3) Modes of treatment would include individual, group and/or family therapy in 
the most appropriate (least- "restrictive") setting and include periodic peer review. 

,(7.S. Senate Fiftanct (Committee Aahi: "In view of the potential for improper or 
unjustified diagrrifeLs of mental illness in a child, exactly what prcieaur^ are* 
established for independent personal examination of a cHild by qualified people 
other than the person making-the diagnosis?"' 

NASMHPD^esponds;. 

U) Requires states to establish and implement state and local (facility) level 
utiUv:ation and •diagiiitetic review procedures. Such requirements an? already in 
plact* In facilities accredited/certified for participation in the Title XIX program for 
inpatient psychiatric services fofchildren iKider age 21. 

(2) Option to build a "second oprnion" into the CHAP program particularly if the 
involved choice of treatment includes placerttent in a "restrictive setting" (inpatient 
facility). 
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AmOClATlOS-fOU tllK AdvanCKMKNT OF PSYCHOUXJY 

Washin4iton. RC\ July 16, 197$. 
Senator HiU(MAN E. Talmaduk, ' 
^ Chalrrtidn. Senate Finance Health Subcommitt€€. 
U.S. &«afir, Wanhin^fofi, ac 

%*mf^^u^^^^^^^^^J^^^ '^P°"^^1F to four qu^tiona concerning S. 

IZIH the Child Httalth Assurance Act of 1979. The JHieetions were posed by vou to 
an ad hoc C HAP coahtion during? hearings on June 25, 1979 

Thet*e answem ar« Siubmittiid for the record though Tendered moot by the Conjmit- 
t*je i precipitous retsurrection and reporting out of the 1978 Senate bill which was 
not «upportiHi by one single witnet« m the course of the Committee g heariiufs ihiii 
year 

Fallowing are the questions, and our responses: \ 

1. Exactly who would be qualified to diagnose, mental iUiW? 

2. Exactly whyt diagnoaes would be considered reascuiible and what diuKnose^ 
considered unreasonable? 

<1 Exactly whp would be Qualified to treat children, and what mo(k« of treatment 
would be deemed acceptable? 

4. In view pf the potential for improper or uiyustified diagnosis ofniental illne«ia 
m a child, exactly what procedures are established for independent personal exami- 
nation of a child by qualified people other than the person making the diagnosis? 

L Proper diagnosis is the key to determining the meet effective treatment for 
both physical and emotional illness. This is particularly true in casm of the latter 

- where similar avmptoms may be manifested tor a variety of problems. Children wfth 
emotional problems often use physical symptoms as an outlet. This circumstance 
sometimes makes it diHloult for parents or teachers to recognize the emotional 
nature of the child s difTiculty Moreover, while physicians are trained in medicine, 
they are not required to havtf any education, training or expertise in dealing with 
human behavior, particular^ mental and emotional problems, In order to avoid 
*^"I>propriate diagnosis— aiiQ mort* important, ensuing improper treatment— the 
child must have access to a^ qualified mental health diagnostician who h^a re<»ived 
his or her^training under rigorous standards, * 

We can .spi^ak only for psychology in this Question. CUnicaLpsychoIc^sts must 
ruilill exUmsive educ^itional requirements, including a minipAm of four years of 
study plus a cimical mternship. Profejisional psychological training is designed to 
develop ih practitioners the ability to understand another person's difficulties far 
more fuUy than any but the mo«t unusually intuitive and sensitive nonprof^ional 
This training also provide techniques for communicating this understanding in 

I ?Wj^ys the other person can comprehend and accept. The more extensive the training 
the^ more flestible he or she can be in employing the most apprt)priate help for; each 
individual and each condition. For this reason, the profe^fiionaf standards for pey- 
chologists demand extensive study of the different theories, diagnostic tools and 
treatmsnt approaches which have proven succe^ful. 

Because of this extensive training, child psychologists are specially attuned to 
the needs of younger people/ Children s mental hellUi needs differ greatly from 
those of adults and children require a qualified practitioner such as a clinical 
psychologist U) recognize ^nd diagnose their particular emotional problems. 

2. Although there are existing diagnostic guidelines for mental illness, we serious- 
ly question the wisdom of adopting them as federal standards. The DSM manuals 
and the GAP mani^l all are highly controversial. Few mental health professional 
organizations., including both the American Psycholc^cal Association and the 
American Psychiatric Association, have adopted the GAP instrument, and although 
the DhM III currently is being considered, one of the major points of controversy is 
in the area of labeling children's behavioral and emotional conditions. 

The risk of assigning a permanent incorrect label to an individual increases ' 
dramatically when the DSM or GAP or other such methods are used. It is our belief 
that the mc^t appropriate and effective diagimis is one that is based on a function- 
al HSiK^ment of the child's problem, rather than attempting to conform the child's 
condition to some .p re-determined category set forth in one of the diagnostic 
manuals. ^ 

We re<'ommend that CHAP include a pi^ovjision similar to the definition of devel- 
opmenUil disability conUiined in P.L. 95-602, which describes a condition that: (D) 
results in substantial functionat limita.tions in three or morej)f the following areas ^ 
of major life ^tctivity; n) seif-c:are. (ii) riK:eptive and expressive language, (iii) learn- 
ing, i iv 5 mobiiity. (vi 8*»ir<iirix:tion. . ' 

3. Within each of the four core mental health professions— psychologists, i^ychi^- 
tri.sts, psychiatric Social workers and psychiatric nurses— there are amply qualified 
practitioners who offer a wide range ot treatment services. By inclucfing all four 
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groupi, CHAP will awure atxes» to^a compreh^o^ve. and thu» moet effective, 
m&ntsi htMiUh ptogritm^ 

In (wvnt ye^m. th« frequency of honpitaliaation for mt?ntAl iUn^ has decreased 
mi it huM been uhown that am|t:^ulat<?ry fadlitw^ art? effective s^ttir^ for j^roviding 
tnjtttmeat. Particularly for children; becaus*e thttir problem^ an> identified early in 
life, when the problem* are perhapm not yet so thorovghly entrenched Hi to require 
residential care, outpatient fi^;iUtie« ^uch aj$ CMHC s are ideal bettings for CHAP to 
cover The requirement for inpatient 4'are among thi^J3BAP age group ii^ not 
statuiticallv identified, but we believe that there are some ievere conditiomi for 
whii'h CHAP uhould cover inpatient iiervici«. 

4. A p€*er review system i& the moit effective method of reducing the potential for 
improper* or unjuiitifed diagnoses of mental illne^ in a child. A review panel 
can«ii«ting of representativeti from the four core mental health profetfaions would 
" iii^ure integrity aiul reduqe the margin of error in diagnostic procedure. 

Thank you, Mr, Chairman, for the opportunity to respond to these questions. If we 
Ci^n be of further fi^austance, pieajse do not heaitate to contact um/ , * 
t^ncerely, ' ' 

• Clarknck J. Martin. 

Enc^^utive Director and 
1 General CauriseL 

Senator Talmadge. As you know and as I pointed out earlier 
people in the mental he«iltn prpfeaaions disagree on what is accept- 
able and what is not acceotable. I have only one other question. Do 
you know of any mental health centers where unqualified person- 
nel are providing service? 

Dr, Stone- From my personal knowledge, no, I don't. 

Senator Talmacfe^, Thank you very much. I appreciate the con- 
tribution you have made to our deliberations and if you will re- 
spond to my other questions for the reconl I will be grateful. 

[The prepared statement of Dr, Stone follows:] : ' 

Stajkmknt ok Nancv Stonk, M,D., MH Conckrns, and Nancy PoKTiat-MpHRiLL, 
DD C'ONCKRNS, ON BwuLF OK THK DD/Mkntal Hkalth CHAP Coalition 

OKUANiAATION^ OONCKItNKD WITH DKVKiX)PM^^;;rAL DISABIUTIKS 

American Spee<.'h-Language— Hearing Ai?^*ociation. < 
Epilepsy Foundation of Amerfcb. • 
National Association for Retarded Citi^enH, 

National As.s<x:iation of State Mental RetardatloV Program Directors, Inc. 
National Easter St.»al Society for Crippled Children and Adults. • 
National Society for Auti^^tic Children, ' ' ' 

United Cerebral Palsy Association. 

' MiCNTAL HEALTH ORCAWIiATlONS 

American Academy of Child Psychiatry, 
^ Association for the Advancement of Psychology. 

American AsiKH'iation of Children's Reijidential Centers, 

American Psy^jchiatric AisiKxriatioh. J 
American Psycholoi^ricai Association. 
_ Mental lieaith Association. 

' National Ai«R\:iation of Private I'sychiatric Hospitals. 
National Association of State Mental Health Program Directors. 
National Council of (.^immunity JVfental Health Centers. 
National Cor^Rretis oj" I'arentK and Teachers. 
Amencan Ansociatiun of Psychiatric St»rvices for (!luldren. 

Summary 

PAKT B— OKVKU)FMKNTAL DiaAEIUTlEfiJ ; ' o 

I. Mentally ill children need a full range of services to ehsure adequate treat- 
ment r 
2 Mental heulth ^'rvices are cwi effective, 

.'I The CHAP Coalition is opposed to any limitg on amounti duration and scope of 
inpatient and out^>atient service**. 
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4 Recomrfusndatioivs: S should be amended to: 

. ia) provide coverage withoyt limit on amount, duration and scope for »ervice« 
mrniiihaAJn organised care aettinKK meting th« fwivral definition of a comrou^ 
|ut V meiflfcl . health center or utandard^ ettt4ibii&hed by the Secretary; 

(b) authori;^ coverage© of inpatient fiaychiatric faenefita m accredited mental 
hoapitala and residential treatuient centere as weH as in general hospital pay* 
chiatric unita which have been appropriately accredited; 

(c) mandate fJKat HEW inaure realistic Medicaid -reioiburtemenli rate* for 
qiiaUtu»d health and mental health providers 

1. DevelopmenUlly diaabled chi^ren require the full range of nervicea, without 
limitations on amount, duration or acope of auch aervicea, 

2. Early intervention doe« save money. 

S. Coverage for pre^ant women cati prevent diaabilitiee. * 

4. Remqving requiremfnta for. a formal health aaaeaanient prior to. treatment 
make servicea more acceaiiible. f , 

k EfTwrtive/butreach ia ^sential to ensure that children get health services'. 

^. State pl&nH for CHAP ahould require conaumer participation in the develop- 
ment pf themlan. 

7. Reimbiniement ratea i*hould be adequate and structured in such a way as to 
encourage provider participation, i ^ 

8. ilca^ieti for noncompliance should b© levied on pnSgram administrMive^coBts, 

9. Recamnieniiatuin^: S. 1204 shoMldibe amended to: . ' I 

(a) provide all optionai servicaS to disabled children, with no limitations on V ' 
amount, duration and ncope, including inpatient care; ' 

(b) gtrt?ngthen requirements for un effective outreach program; 

(c) provide for coriHumer participation in the development of a CHAP ^>lan; 

(d) mandate that HEW impure realistic *and appropriate reimbun^mant rati^ ^ 
r qualififed health and mental^ health care proViaers; * ^ 
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for , 

(e) levy penalties for noncompliance oii administrative ceets— -^ot service 
dollar* ^ ^ , ^ 

■ * . ' * » . . ,. ■ 

Statkmknt . '^V ' 

Mr Chairman; I am Nancv Stone, M.D., child psychiatrist, project director of two 
projiHJta concerning mental heilith a«^^ve|opment of oreHachoal infants and pre- 
school children. One deals with recommeridations rej^araing the developmental as-' 
setisment component of EPSI>T and the other mental health primary prevention 
effort of Head Start. I formerly served as director of retardation services, Gulf Coast 
Regional Mental Health/MenLul Retardation Center' and sen?ed as aa^Mate profes- 
sor in the dep*rt4nent of community psychiatry at the University *of Texas Aiedjcal ^' 
Branch. Prior to that time, I was in private practice and sarv&pl at one time as art 
instructor in the deuartment of psychiatry at lx>uisiana State University School of 
Medicine in New OrWns, wl\er^.l was a resident in both p^iatrics and psychiatry. 

Tixiay I am reprvsenting a .coalition of consumer and service provider organizii- 
tions concerned with mental health and developmental disabilities. I am speaking 
on behalf of thW groups listed on the front of this statement and ask that all their 
nami»8 appear and be included in th^ official record with our full statement. Th«je 
|(roup« have been working for mom than a year in an ad hoc CHAP coalition to 
improve health and mental health* ^are for our children. As a coalition, we support * 
full and fc»quai coverage for mentally ill and developmenUMlv disabled' children. W^ / 
are opposed'to limitations in th^ Administration's bill, S, 1204, on amount* duration 
and scope of h%iilth and mental health seVvices: ' 

The fmi piwi of th^ statement a<;idresses mental health cdncerns and the second 
jwtrt developmental disabiiiti^ issues. ^ . f 

PART A MKNtAI. HIOALTH j 

Nine ^ears ago the Jomt Commission on Mental !Iealth of Clrildren stated in its 
report: 'One oT our majdr thrusts must be identification of mental and ph^ical 
,disoniers in the earliest stages of lift^-agen 1 through 5. We must detect and treat 
malfunctioning before it freezes into severe disorder, t'ailure to provide new and 
reordered resources will most certainly r^ult in another generation of children • 
with large, numbers not able to 'make it 

Unfortunately these finHings are still valid. As many as^fi^million children suffer 
from varying degnn^ of emotional problems, and h>m than UV' percent of children 
with such' problems are ret^Mving adequate h^lp. Three times as many children 
committed suicide last year as did ten years ago. The U.S. C^vil Service Commission 
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on. Civil Rights r^ixxrted that children are ijMc^iving melntal Health mtyicen at one 
third the rata 6( the 22-44 a^e gruup. 

Th« children . ^ho mffer trmn mental illnemi arid developmental , di«abUitie* have 
iill -too okltsn b^n reii^at^jd to jwcoqd* cltiuw citkenahip in prt)gran\« in which chil- 
dren theayielvei are alterthoaghta, appended to lanper health programs. The CJiild 
. , Health A«#uraiu^ Proia^ iCHAPi could provide a firMt step'to enaure that d4^vel% 
' Op^entall^ diiiahied and metitally ill children do not suffer -^from discriminatory 
prol'itiifufy!^/- ^ ^ f ■' - 

^^cmiM and tn»tn^^nt>ol' mental, d^velopti^ental a^id emotional illnesses amoii^ 
. children are the first iine of prevention-s?ne q( th/e, stated, purpotee pi CHAP. We 
wmt this comniittiN? to understand an impoHant comtequence of delved treatrtient, 
/A child suft'eriag from a gientai diiAorder will have., concomittant develqpmental 
prjil^leiTi^ If hi& disorder goesfluntr^ted, the developmenUl lag Will i)e significant 
:enoagh to become a problem ip and of itself. In treating a four-year-old paychotic 
child, .a clinician must deal not ohly with the tsaychosis, but al^ with the conse- 
quences of a significant pi^^iod of time when aevelopment has been stopped, re- 
"gre^ied. or retanfed. The c^mmittei should furtjier re^lije that to a four-y^r old. 
even six njonths iM a-sign^lcant period ^jf time— it is one-eighth ol' a child's lifetime, 
} Experience Indicates, that failure to provide full range of treatment opportuni- 
ties has already l]iad iiAf^re cohsequendfea- knd-^will continue to have a oamaging^ 
effect in fut^ure yt^iars. ^owev^r. if a^hild's m^btal or emotional illness is attended 
to^as near^ potjutile to i^s inception/ the r^ult will be more narniai develiJKfiient 
through childhooa and a >far<|etter chance tbr later ^ntry into society as produc- 
tive adult. ' . V* - 

Conversly with9iit »arly triatniUnt such^children often do not succeed academical- 
ly. often drop out of scl•^^ol ajjA often becofne a burdgn within either the social 
service or juvenile j^s^t ice liystem. We cannot begin to eSstim^^te the numbers of such 
children who mi^t hi^ve Ufen diverted frgm ^eans of inappfopriate 
institutionalization or from the* criminal justice system if they had bee|> able to 
receive early dia^nosu^' aUimel;^ care It should be realLted that early and appropri- 
ate* intervention can safefftJ^V^ gainst theMiioeption df*a chronic mental illness. 
The Concept of .early screening iiagnoeis and treatment is perhaps one of the m<»t 
co«tH?trect{ve ways of ^ieaiirj^ withThe heatfcir, both physical rftentaK of children. Not 
only is it less' costly; to deal wi\h both physical . ^d wingtional problems in their 
earlx «tatfe«, but it is also p^»rhap« one oT the b^ ways% Wod^ healthy a4ult8 
. whp can..bt» productive in our society? Failure to provide treSlifnent for the child 
, sdiamiosed as pfientally ill, deveiopmentaliy d&abled, while, sa ving doll^ initially, 
will clearly coet th"^ Federal government more in the lon^-^un, wHethe^rin future, 
higher hfjalth care or- in ^ social serric^ or juvenile justice system dollars, 

^ The prupokH^id CHAP legislation is intended to replace iho current Medicaid/ 
EPSDJ program The declared purpose pf the EPSDT le^lation. enacted in 1967, 
was to provide health checlfups and subsequent treatment to approximately 1^ 
million children and youth* und^ 21 whc^w? families could not afford basic heajth 
y care. It had the potential to provide the se^vkes so vital to the weU-being pf 
children Qur phyflffcsl and mental well-Lwin^ are certainly completely interrelated. 
♦ Howevi^r. the grogriim today, la^ the Administration's own estimates, reache* only 
sjercent /of . those currentiy£€liinble chi4^ren. Moreover, 22 'percent of those 
screened and fouiui to be in need of treatment do/n«*t receive the kinds of. aervice^j 
nK^uired to ajneliorate the physical or meniaKpcoblems identified. 

It has btH?n widely ^recognized that the BPSlyf pro^jrsm has not been working; 
that data are not available with re^jard. tp the scope, quality and extent of treatment 
provided; and that . programs vary m qtjtlity from st^te to state b«3ed upon, what i^ 
in the stiite plan. , • : 

ISuch unfortunate problemjij with EPSJ/t^have particularly significant for the 
mentally ill <?hild. 

The pro|x)sed (liild Health A.i^tessment program can vary well correct the inade- 
^ qum.He» and tntH|U{tte« of th^ original legislation by addrt^ing the need of providing 
r' a . comprehensive health service system for children. This system will not only 
provide health care, but azures h*?aith a^^^ments, diaghosi^treatment and period- 
• io rea«sc»<<6ment ta^alh eligible childrt»n. We believe* }iowever/to be Iruly comprehen- 
sive it* must' i^aftdate treatment for tall diagno6«{C\be it mental, emotional^ or,, 
physical. To do otherwise is discriminatory. n^^*^**^"^* 

All nifyor, health. problem«i are compounded by poverty and the CHA? l^slation 
has a'rt^al opportun^ty to rais^Uhe level of ph^lcai arid mental health of children 
ViHo could not afford care atherwisei ; ' ^ ^ 

, ,The Administration's" hill (S. 1204) 'sponsored bv Senator RibicofT, who was so 
eieNeply uivolved ,m the Joint ^Commii|Kon on Mental Health of Children, is a signifi- 
I cant im'proveri^ent over previous legislation. S/ 120^ do^ not discriminate against 



nit?nUllv ill cHildren, but yet doi^ not nutndaU? inpatient servict^ in mental hoepi- 
tail* und a lowT* tor hmit* on thf amount, duration, and acope of menUl Jii^iith 
jumctHi. Wf apprecmt^f thi* move forward but hope that this committee Vill go 
' ; wrthiM- and adopt tiie recommendation of the Joint Ck>mmi«tfion and the Presidents 
t^mmuwiok) on Mentai Health to {five full ai^d e^uai cos^rage to mentally ill 
children. ' ' . 

Th^ smKling out ol mentar health dinicii in the Adminktratiqn'B bill for limita- 
tions oh covered service*? providtnl to mentally ill children is particularly puzzling 
111 ird party remibursementii, including Medicaid, are crijtical to the lonij-Wrm sur- 
▼ vival oi thetie progranro. A reSent ClAO report concluded that "State, local, and 
third-party revenues (cHe^U fee*, private insurance. Medicare and Medicaid) must 
tncrt?aj$t» so that exwting centers may become fiianqaUy viable." 

Although «tau\ local and federalfy-funded community programs provide substan- 
tial ijervictn* tp children, thttri* is still a i*erious shortfall nationwide between the 
net!d and tl^e i*ervjce« the«^ programs are able to provide. There are many reanons 
lor thm Some pni^raniN have failed to give sufficient attention to the needs of 
children, - ' 

Reimburjjement programs, mduding Medicaid, tend to impact upon. the type of 
service which caii be provided. Under Medicaid, for instance. 13 states have eiocted 

* provide dime services from their Medicaid plans. Certain mental health 
»ervice« are aliio often excluded under Medicaid plan^i, including' one which is 
nartK uiariy imporUiut for children -day treatment (excluded in 1975 in Alabama 

• • Mame, Maryland. Virginia <md other stakes). Advance review and approval are 

s<)metmu^^srvmiired of. mental health services but not of other Medicaid services 
St»rvK>-tirrT^^ by non-physician professionals is not reimbursable. Sometimes 
fv^ir ^hen turnibfheii under the supervision of physicians. 

The Federal government hu« ' airetidy invested more than $1.5 billion in the \ 
current community mental health oen%?r (CMHCl program and in those same 
centers the state, local and coupty governments have invested $2 billion on top of .v 
that • . 

Existing CMHCs. iJtate and local community based pr<jgrams. the proposed new 
sgencies. and other mental health service organi;£ations offer many advantages in 
' dealmg wuh the me/i tally' ilW child, Through these local,' oi^ani^ed care settings, 
cohiprehenitive servicetJ are made availabU-— including prevention, consultation and 
kHlu(;ation. various ambulatory care services such as emergency, outpatient and 
pfirtiai howpitaliziition, and inpatient care, 
t^ne advantage of covering organised cure settings under CFIAP is accessibility. 

- Frequently tht»se programs are the only Wrvices available within rural or inner-city 
ari^nis To limit ,si»rvjees covertxl in organized care i^Htings further discriminates 
against thcisi* children hvmg In areas with few, if any, readily acces^ble health 

^*i•rvic*'^^ 

Thus, coveriige of ambulatory care services in organized care settings, would 
iiuToajw' thc avaUabihty of appropriate s<*rvic^'s for tht»se chijdren. 

Vvrhixpn thc4 mo^t critical qm^tion which arises when full coverage of mental 
ivuilth services ii* prupK>*Hxi is cmi. Howev^r^nurtierous studio have demonstrated 
that covenigi* of mental health jj^'rvict*s rtHiuci»s utilization of other health services 
and in fact rf^duces the total ci>st of Ijealth care. ^ ' . 

A .studv specifically cofjcerning children. "EffecLs of Psychological Treatment on - 
MtHiical Utih/iition in Muiti^isc*iplinary Health Oinicfor Ix)w Income Minority 
(^itldren" us ap^H»nde<i to our tt»stimony This study identified how trt»atment for 
mental health prob||its can significantly reduce medical care utilizatior> co^ts. This 
study broke new ground for children as it was in a completely subsidized sotting, 
Then^ whs -^ti j)ercent dtvreas^* in the number of medical visits by those-cliildren 
who had {uf averjik'e of 4 9 mental health treatment sessions. The. matched control 
group who received no mental health treatment increased their medical visits by ^^0 
percent.^ , * ' 

Other studii^^ have tihowvi similar fmdings: 

I In Tt^as, a longitudinal study iUm~Um} demonstrated that access to needed 
,trt.»atment fpr mental illness resulted i^i a reduction in mean lengths of stay in 
mpiiti^nt> facilities from 111 dayi< to 5:^ days. This halving of hospital sUiys resulted 
in a cc^iit rt*duction of more than $\.\ million. * 
I 2. Grmp Health Association of VS^ajihington indiciUed that patients trt»ated by 
! mental health providers r^xiuctxi their non psychiatric physician usage within the 
HMO by :<0.7 percent in the year after referral for mental health care comj^red to 

- the previous ymr Ujje of laboratory and x ray services de<!lined by 29.8 percent. 
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3 KauK?r Plttu hi Californb t»titim4iUHl that the tiub4*equent savings for each 
put lent rKvivuig piiychmtric tr*»4*tmejit wtrv oti the order ot $250 ^r year. * 

4. Blui* CVoMi of Wentern PetuiMylvahia a»>y»m*d the medical /HnrKicuJ utilization of 
u group ol »ubi*cnbi^n4 who uMed & p«ycho~th^»rapy 'outpatient benefit in community 
inentai health centerH wjth a compariiion group of subttcril)erH - for whom such 
M»rvic%ii were not niade available The fiffttings showed that the medical/surgical 
ytiKiAition rate was reduced significantly for the group which used the psychiatric 
bi?nefiti^. The munthly cu«t per patient for nuxlical ^services wm more than halved - 
dropping frim $16 47 to $7 IK) s 

5. A 5*tudy by RoHi»n and Wiens at the Mtxiicai F^sychology Outpatient Clinic a^ 
the University of Oregon Health Scienct* CVntttr studied both children and adults 
(using a control gn>up> and found signiHcant group elTect* for changes in the 
number of nuxiical outpatiejU visiti). pharmaceutical prtMcriptions and diagnostic 
st»rv*ict»*i. For each of these three measures, those recvivin^ mei^ital health services 
re<iuct\i their ust» of medical outpatient S4»rvici»s by 41 percent, I)ata indicated that 
this change was taking place with a|l patients^ not jti^t high-utilizers of medical ' 
si*rvice*f: ^ * 

^-"^ ■ • > ' . 

(ojt'ru^'s of in^kittent ^rvu^s, 

The speciftc (.exclusion for inpatient pt$ychiatric fcH^n^Hts in settings other than 
general hospitals continui»s to be discriminatory and ignores the wide range of 
quality services availably. ' 

The attacht^l Medicaid chart indicates 20 States and 2 territories do not opt to 
provide* care for children undtjr l^iCu) psychiatric hospitals. As CHAP attempts to 
forrn^a ctmiprehensive delivery sy»U»m for a sptHrific Uirget population, it should not 
continue jthe delivery cart* patterns of Medicaid. 

Children should not bt» clianneled into only limited types of psychiatric care. They 
should have jt^ce^ to all effi'ttive modalities which, depending upon the age and 
individual net^s o^^the child, may brt more effective and appropriate. It should *be 
noted thiit motst emotionally disturbed or developmentaily disabled children will not 
rtH^uire inpatient treatment. Only the most disturbed children with obvious severe 
^H*havioral disonier of long standing duration and tfiose in need of imVnediat4» 
intensive 8er\'ices for crisis intervention will rct^uire highly structured concentrat<?d 
tr<*Htment 

U*^nslation nmst allow such children to be cared for in the inpatient environmefU 
which is more appropriate to the individual child's nved, and must not limit access 
to only inpatient uniti? of general hospitals. 

Thus, we pro^xwH* that when inp^itient treatment is necessary, any psychiatric . 
facility including children residential treatment centers and fn^e-standing psychiat-. 
ric hiwpitals. whiVh are subj*vt to the. children and adolescent psychiatric standards 
of the Joint Commisnion on AccrfcHiitatit)n of Hc»4pit-als, Ik* included as ^ ticcept^ta- 
bk' settiiig of treaten^ent under C^HAP. \i 

Therefore, wv pro\x)S*» that inpiiti^nit psychiatric services under CH A F' b^mandat- 
i\{ \n any st>tting which is accrt^itt^ under the appropriate standards of tie Joint 
Conmusi^ion on Accre<iitation of iio«pitais (JCAH). Specifically, this would mean 
that a general ht>s^Mtal offering such fH»rvict*s to children or adok»s4)enls would be 
jiccr^iiiti^ii progranunatically accord i rig to the children and adoles4:ent f^ychiatric 
program stamdards of the JCAH Accreditation FVograni for Psychiatric Facilities. 
Sinulariy. the s^une criteria would app1y"fo private and public ^>sychiatric hospitals 
or rt»suiential treatment cent^^rs for children. ^ 

The lH>ttt)fn line is that appropriate accreiiitation juisu rt>s .sophis'tVattKl treatment 
plannmg. adnussion truige, treatment review, ifischarge planning, and follow-up. 
This care and treatment should b*« consistent regardless of ^*tting. ^ 

' 'Under the reimbursc'ment rate for treatnieot is generally so low that 

there is* no indent ive t,o treat finy chHd and certainly no incentive to treat the 
^•motiorMjlly diHturlnni or developmental ly disabled « FfiT example, in t97rj. Virginia 
reimbursiHi :^7 jH»r liour for group therapy, ^timy States-reimburse' clinics at rates 
sul><^tantudly b<>low cOst The C^AO report cites such problemti; including reimbun^v 
ment rati*s H<»t t»n years i^o and never increased. Arbitrary limits are s<»t on the 
length of treatment, either through limits on nurnbc^rs of visits or thmugh a totaf 
reitnburs*»nmnt hmit to ^iny one pn>gram. 

To prevent the siiny sltuiition from (x-curring ^nder CHAP, the legislation should 
mandate HEW to insure realit^tic Medicaid reimburse* ment rates for qualified health 
and mental health providers * 
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arf concerned with the designation of schooU or iR'hduJ systenu* ua provideni 
'^^^^.^^^ outreach, c*^houk are exc'elleiit; they are frequented by both 
^ ^^arentii and provide a famiUar, nonthreattfning netting at which 

i MAP servicit* could be deliv^-red However, if BChooi« are to be deemed eligible 
provideni. w*«^econinu'nd the legwlation be amended to provide that medical serv- 
icew delivered m such r^ettmg*^ mujit be adminjsterixi by uualified health and mental 
health profi*H»ionaIti. or that contractual arrangemenU between sc>iooi« and quali- 
luMi health and nientid health providen* be made and honored Safeguard!* must also 
he provided to atwure that any child rt»*:eiving ment^il health »ervice« in a school, 
through CHAP, will not be stigmatiztnl becaune of his emotional illnesi*. The fact 
that he or .<ihe needi* and/or \^ receiving^uch i*ervice« must be kept t^Mifidential as 
muHt all record^ of the hvalth or mental hi»alth isi^rvic^ with which the child 
provided 

C'imfuientiaiity 

fVoviHiony to protiH:t the confidentiality of children receiving servic*)s through 
C'HAP must bt» included \n the legwilation. AIho, as data are collected for reporting 
purpu«i>*. proviiJion mui*t be made to assure confidentiality for children and their 
familiet* No imtient identjfierii should be incluQ4?d m data is collected. 

The proposed CHAP legwlatum cOu\d do much to increase access to a full range of 
nu'htul health iservict^t* by children of low-income familie«. The groups supporting 
thiM statement urge the committee to build upon the legislation pending befort* the 
conunitt^^* by ' j(P ' 

Frovichng iwerage without iimit^t on amount, duration and iic*ope for orga- 
nmni care j*t?ttin^ met»ting the Federal definition of community mental health 
center and for other organued care settings meeting standards prescrilHHl by 
the Seiretary. 

Authorising coverage of inpatient psychiatric bt^nefitw in accredited mental 
hoKpitain and rwidential treatment centers, as well as in general hospital 
fwyrhuUnc units which have bi^en appropriately accn^dited under psychiatric 
titandards 

Mandating that HKW insure realistic Medicaid reimbursem^^nt rate« for 
-ijuahfu'd mental health providers. 

Since children are our gneati^^^t rets<>urce andour future, the investment needed to 
mandate a fuil range of mentat health services for children seerm Hmall compared 
U) ?HX'iety'K ajHt8 mcurred by ehiidren deniiKl early and appropriate icreening, 
diagnwmxand treatment * 

As Stniator Hibicoff stattxi in the foreword to the 1%9 publication '^Crisis in Child 
Mental Health (Challenge for the i97()'s . Thus the#ftnerican public faces a 
double chalienge the challenge for the caring of the child who is already sick and 
:wi nt^^Hi of help, and the dudlenge of preventing mcknes« by fostering healthy 
growth .H<viet{ei< can bt» judge^l on how they care for their children. The Joint 
Ccnimijwiorj ^isks us to judne ourt^»ivey and Bfi upon our verdict." 

Mr ('hairman, IH ycar*i hii>; jvkvsed since S^mator Ribicoff made this Aatement It 
m tjnu* ti) act 

Thank you 

.PART H [)KVKUJrMKNf AL OI.SABU.ITrKS 

Mr Chuurniar^ and menilx^n^.of the Subcommittee, the organ iziitions cuncerntxl 
with devi'lopnientally disiibitHi children partici;>ating in the CHAP CoaJition would ' 
hfte to commend the SubcommjttiH* for ity kt>€n int4Jre«t and^concern for the health 
of our nation's children The Child Health AsaUrance Act iS 1204) sponsored by 
Sf^Mrttor Rtbicofl* mtd other dit<tjngu»«ht»<l members of this body, will cnSUi;^:* that no 
^iusabiini child goi»s without niwsHiiry care and treatment 

The ('hiid Health Aiwurance Program will help to "fine tui%'* the Medicaid Ei^rly, 
Periixlic, St.T*H»ninK, l)iagno*<ij^ and Treatment program (EI^DT). which hiia thus far 
failwi to rt^ach nuuiy of th^^ children who are d<.»s|x*nitely in ne*»d of health care. We 
Isnow for a fact that there are children in our Country who go without the ba^sic 
preventative care and real m^nt which can mean, the difference bt*twe**n suffering 
and diwibility and a ^uilthy impiurmeni-fret? life 

It hiiH In^^n well dm-umentixi that dij^ihling conditions occur with greater frequen 
cy among the hjw income children which EPSI)T is dt*jiigned to B<»rve Such condi- 
tions often first appear during infancy or the prt^hool y€>ars Without imminiiate 
and ongoing thera|H»u{ic intervention. tht»fH' conditions will lHKX)me pt^rmanently 
disiibiing It is particularly .;mfK)rtunt that children with conditions specifically 
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rei«t4?<l problem* of growth and development, including autiiuti, cer^ml pal»y, 
epiltfpny Jjtnd nwnUi reUrdation, be « ii^fibie to tmieive a full range oi h*^lth serviiHM 
^ att tu ennure th*? ttraeiiariitian of Uieir cundition biUbrt? diMU^^ or detjeneration 
b^^Ri^ii irrevemabW 

i ■ • " 

iUUCVlCS/iiLUUIIUUTY iXtSCXHU^ 

("HAP Hervitm for dei>ehpmen tally dimhieci children 

Wt» are plea^itHi that Mr Ribicoirs CHAP propo«al iS. 1204) has expanded the 
numbt»r of »*ervicett covered by Medicaid for ehgible children by including prescrip- 
tion drugH, immuniz4ilioiuf. vimon apd hearing «ervic^ an^ dental care. Hgwever, S. 
rit)4 to mandate coverage of oth^ optional Medicaid services that are em»ntiai 
for a developmen tally dibbled child. 

It ii» imoortant to be aware that many of the health services a developmentally 
dii*abled child needs may not be induded^nder a state's Medicaid plan. In fact, 
many state* have choi»en not to cover th«ae "optionar' services or cover only a few 
of th<^m. I\>n4*etmently, the availability of health service variese considerably from 
state to state. We have attached a chart to this staU»ment showing which optional 
services Bt^t^ covert in 1978. As. you can see, there is a a)ns^^able disparity 
between the type* of services offered in each st^te. 

We would like to emphasoe that for a developmen tally disabled child, optional 
Medicaid servicet^ such as physical therapy, speech-language pathology services, 
orthopedic device*, mental health care and other screening, preventative, diagnostic 
i|nd rehabilitative services are e«isential to his or her health and well being. For 
example, it is estiniated that almost three-fourths of the persons with epilep«y have 
multiple handicao«. This means that, in' many cases, bringing a child's seizures 
under control wil] sioive only half the problem if other services such as speech 
therapy or rehabilitative programs are unavailable. Moreover, it does not .make 
Hense to provide a child with cerebral palsy or other Crippling conditions withVuisicf' 
health and dental care while ignoring his or her need for physical therapy. 

It is imp<^rtant that developmentaUy disabled children nave access to the kirttls of 
medical services that are appropriate? to their needs. We therefore eni^ourage that 
the broadest potsstble coverage tor all eligible children be provided 'under CJiAR 

Current regulations tiiate that Medicaid services i»rovided by a state must he 
sufTicient in amount, duration, and scope to reasonaoly achieve their purpose. In 
other word», states hafve been allowed to set certarn limiti on HMth services. It is 
important to note that while develoumen tally disabled children share the. same 
needs tbr basic health care as other children, in some ca»m their special problems 
reqiiire dtffereht kinds of treatment. For example, some states place strict limit* on 
the ksnd« and/or arpounti? of drugs covered under the Medicaid program. Yet 71 
fH^rxvnt of all children with epilepsy require two or more drugs, some of which a 
stiite may not make available, to control their seizures. While the annual cpet of 
this rni^diaition averaged only SlHH per" year in VJll, it is essential that these 
children, have aciVeiiH to all the types of drugs they need, with no restrictions, to 
prevent the n»curranc^ of uncontrolled siMZuret?, 

To allow limtti? to be placed on the delivery of health services undermines the 
rece]j>t of necessary care and virtually a«aures that the children who need services 
the m<wt will he mad^ to suffer 

Wt» «re adamantly opposed to a limitation on inpatierA' care, and we must ques- 
tion whether basing that limitation on a .specific ^handicap (mental illness or mental 
retaniahon) is not in fact a* violation of section 504 of Title V of the Rehabilitation 
Art Once again, we realize the motivation is to limit cofitii but we would like to 
p<j[nt out that the majority of mentally retarded and mentally ill children do not 
rei;uire a)«»tly, iong-teirm, inpatient care. For mo^t, no inpatie^U services are re- 
quirtxi, for oth^n*, structured, twenty four hour intervention for a relatively brief 
period '^hot a lif*»time) mean the difference between being able to function in the 
community and hein|^ relegated to custodjal care in an institution- another instance 
of when the cowti* of 'saving" nioriey are incalulably high. 

I^t me give you an example 2iindy, a youngjter with autism, Was in a twenty- 
four hour prtJgram in a near-by nUite. We an* not identifying the state because its 
service prooletns an* not unique to it» sor are they entirely it^i fault. 

Zandy\s program wixa only partially piiid for witft public money; the education 
component covered by state and federal fund^ out not the medical couts. His 
ptmnit3 had health ins a ranee, but like most policies, its mental health coverfige wa« 
linut*Ki They wen* billed for the difference, could not pay it all, and ran up a debt 
to the stiite of H«»vt»ral thousand dollars. Ziindy was trapsferred to a less coiitl^, and 
much letw apprt^priate facility. His new program was for less l\^mdicapped children; 
it« staff patient ratio wajH too low and its prc^Tam totally inadequate. Within a 
m6nth, Z^^ndy was dead He had wandered away intoVa near-by wootis during an 



* 



84 , 

outdoc)r playtimi? (autktic chiidr^ni arv notorious fur their ability to diBappear 
unnotic^Ki iind walk for fnile<<); uder two dayn of wanikring, hi? b^nw mired in a 
muddy swamp where, aft^r anoth^sr twenty tour hount of miiiery, he died— not of 
v^ffocatiol1. but expa^urtv 

Untreatwi disabiUti^ do not duuipiH^ar. Withuu||.n€H!«^uy health care nuMt din- 
abling conditional become worst?, and thu» mor^ co«o^ to treat. 

tiarly intervention and follow-up can prevent th*? development of some form« of 
devolopipentai diaability (»uch aa mental n^tardation caused ^by inborn error* of 
in^^taboliam); can dramatically n?duce the severity of the disability {hh in maqy 
seizure di#ord|si:^ which, if untreated. c*an tu^sTiificantly ipcreaae in frequency and 
inteiiity of occuirrance>; can comperuiat^ for disabflity-produced impairment« Yiui in 
the eaae of children with ci?rebral paUy whp, with appropriate therafw, can be 
helped to reduce or compensate for communication and motor difficultieS^and can 
reverse symptom* ias in the caite of thoae autistic children whoiie cognise and 
behavioral functioning has improved significantly m a retJult of neurolcxpcal inter- 
vention), For example, the availability of neonatal intensive care and follow-up 
iH^rvicm to low-income high-riak newborna haa reduced the incidence of spaatic 
dijpli^iaU Kevere manifetitat^ion of cerebral p«lsy) from 8Q per 1,000 to lO per 1,000 
within the past f»w yeart*. Such a reduction through appropriate early intervention 
and treatment haa saved thouisanda of medical dollani and untold cost* in human 
iuffering 

Expendituren for speciaLwducatioij can also be reduced by providing early and 
approprirtte cafe for a disabled child The ('^ngre«»ionally Mandated Commission for 
the Control of Kpilepny and Its Consequence^ estimated that 80 to 90 percent of all 
children wtth ejiilepiiy could attend regular school in lieu of more coiitiy special 
education if givertv^early trt^atment. 

In a««e*tf4ing coat it must alAo he remembered that severely mentally retarded or 
developmentally disabled children eligible for Medicaid as SSI recipients or as 
AFIXJ children will in mo«t ca^'t* Become eligible for Medicaid as adulta on the 
bositi of their disability. Nondiaabled AFDC- Children, in contrast, will generally lo»e 
eligibiUty for Mec^aid when 4hey r$ach their majority. Thus the dittabled M^icaid 
child will ai»o bt» Medicaids re«ponsibility m an adult. If these children are not 
reached in childhood— when the poe«ibility of reversing or reducing disability is 
greatent - th« long-term co«t to Medicaid will be dramatically increai^ed. 

On*ent^ for pregnant women 

Of all child population groups, low-income children art^ at greatest risk of experi- 
encing developmental dii^ability or deUy as* the rt^ult of inadequate prenatal care, 
pour nu,tritiun, environmental naa^irds such as lead poisoning and mercury toxicity, 
and and above all. lack of or msufticient usie of health services. 

We endorse the CHAP proposal to hiclude coverage for pregnant women. HEW 
e«tifnatt»« ih^i .s^mie 2ri.tHKl women with incomes^ below the pove|^ level are not 
covered by Medicaid The chanct?s are good that these women are not receiving 
«d**quate prvnaUil carv Injury, infection, or systemic illnet^ of the mother during 
pregn^uicy can caUvSe an otherwiite healthy baby to be born disabled. In addition, 
ttH»niigi» pregnancies prei^ent a growing concern since children from such pregnan- 
ci<*« have greater chance of developing a handicapping condition. It is a fact that 
the^num^)er of mentally retarded children born to teena^ mothers is seventeen 
timi*H ius h^gh m the national avernge. Adtx^uate medical care during, pregnancy can 
prevent netnilesH disiibiiity. MortH)ver, it Ih important that thin mo«t basic aspect of 
preventH^r^, ^w>d pjjjnatal care, be available to iiil iow-income women regarcflBSfr* of 
the family litructure or the fact that it is the first pregnancy. 

would like to note that Mr. Ribicoffs ('}IAP proposal will elimi^iate a signify 
c&nt biirrif^r to the ^fc^c^ipt of s«rvic€^ for all children, including the developmental ly 
disabled. S/12iM* wiU aiiow eligible children to receive certain health services 
regardless uf whether^ or not they have gotten a formal health aissetJsmeTit. Since 
only a fraction of the eligible children are being aiisessed through the EPSDT 
program, many are not receK^ing preventative or routine health care. It is impor- 
tant that t'hilJreh not be required to wait for a health a^^^essment before seeking 
health or dental Hervicew. The requirement that a child receive a formjal asijeasme^t 
■prior to rtn^eivlng care virtually ii88ure«i that there will^ a signifiamt gap between 
.he onfk»t of the illness or disability and treatmen^. Moreover, such delays can 
aggravate the conditfon making it more contiyto treat, and increa^ the likelihood 
thatthe'chi^ wUl not hi* returned for trefttmpnt at all. * ♦ » 
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Only aU>iit afu^-quarU*/- t>t' thv e U^ibltVfhildren nrv sktwcuhI undvr tlu* KI^DT 
prcH^ratn Wt» b«?IUtvv that i'tYtH.'tivv outrt*/ch m etwi^itiai if CHAP is to actU4i|lv mich 
the wunien and children \i ts; detiignea to servt;*. Increiising the Federal tiliure 
uutrtwch coHtti wili offer states an' incerrtive to develop o^itreach prt^rams, However> 
Certain nitnnnal ^'uaranteet* are iie<.'t»*<tiM;,y lo ensure thai states dt»tiign and irnpie- 
nient etTivtive outri'ach programs States^ei»d to be rt^quir^xi by law to identify and 
provide treatment fur a re44AK)nable proj^m-tion of the ehgibie women and children m 
their juMsdu'iion 

FirHt, wi* enctiurge more effev'tjve u4h/iitii)n of the pre«4'nt *k»rvice delivery system 
With «tj*on>{er nM^uir^^inents tor individual personal contact. In testimony before a 
Houiie Suheoninuttt^ hi.*it nunith, S^'retary Culifuno announced that beginning 
unnu*diately. eligible children identiiaHl m other health, ixiucation, and welfare 
pro^aanis would be automat teal ly er^)Ued in KI^SITi*. We believe this approach 
Mhuuld Ih* nworiH^ratiHi lu^^a \nuindatory provi^^ion of whatever CMAF legi^lu|^|^ in. 
enacte<i. 

StH'ond, we enJourAge the ujse of conununity iMused organizations including non- 
profltj* for the provision of out reach and follow up service** Community organ iza- } 
,tioniJ often have establisht»d information networks thai are familiar and comfortable 
to ruMghlK>riKHxi resid^uitt* Such orgafiizations can be an invaluable retKiurce for 
infornung and mducing famiiu*s to take advantiige of CHAP servicet^ MortHJver, the 
uj»e ot conununity t^iused or^ani/ationn offers a di»sirabje alternative to strict reliance 
on lafg#\ distant, and often iin^H'fs<MUil state and/or welfare agencie?> for providing 
tunnlit^ with information about (HAP and asi^uring that the«e families do in fact 
rtH'eive service?^ ^ 

Stiiit' pian requuvnients ' 

We enthusiHJiticiilly endor^* the uiciusion of provisions In the CHAF^ legislation, 
that would strengthen hftate planrung riH|uirements by providing for' uulwl^intial 
public input in the deveh)pment of i\w state plan. Advocates for developmentally 
disableti chi Id rtMi ^K>th f^ireiits and profeiwiionai!*. should bt» encduragtrd to Inx-ome 
part of the planning prt>cet«s fof CHAP si*rviceji. Tht>He individuals are a. valuable 
re.s^nirce for infornung the community about the availability of C'HAP services. In 
addition, parents nnd profetwionals who understand the special needs of disiibjed* 
children will heip ensure that a istate develojLi^ and eiTectively iniplenienLs a CHAP 
program fluit win nuH»t the ntH^is of deVelopmentEilly disiibled children. For thet^^'^ 
■reaj«ms, we ??trnnglv supptirt the st;itV plan r^^^uirements in the WHxman/Mc*{fUire 
(*HAP bill. Hli JUU, , 

r 

lUvaus*' states, under CHAP, will Ix* rtn^uired U) prpvide n\t^v si»rvict*H (we hope) 
to mure children if is es.s4*fitial that they receive ad^H^uate federal support. Wi^ 
rruiors*» the initK|l \ ^H^rcent increase* ca'lU^ti for in ail thret* bills and the concept of 
itn mcreuMMi nuitch baseii on su^>SiH^uent [)t*rfornUince However, requirements for 
niiuutehanct» of stiite effort must built into the program, so thiit the increased 
Iciierul share sw;ll not rt^sult tn the siune level of st*rvice at l&a^ ami to the^tates. In 
addition, we would ^urge the> adoption of incentives in S. 1204 to encourage the 
^«irtjOipition of contmuifig ca^ providers and allow such providei*s to be cornpen- 
siitini for esseryial ^^rvu't^ si|?h as cas4» rnmia|jen\ent MorcHjver. reimbursement 
' rates sht>uld not In* rigidly s<»t by R*rvice, but sh6uld refl^X't the actual costii i n vol vt»<l 
in fuffiiiU^ing a particular s<'rvice , 

Pvnnlties for nfUtrompiHinrt' ^ f 

I Penaltu's tor noncompliance or substandard |H'rforrniince shcuild jHMiali/e the 
partv 4t fault. fu>t the victim Mr RthicofTs bill would do ihv latter by withholding^ 
s^-r-vlci^ dollars tVom |K)pulations ready inadequately S4*rve<i; the state would In' no 
more than a ctnuiuit for this iniH|uity We urg«' the adoption of the methcxis cailtKl 
(or in Mr Car ter's- * HR. ;!ir)lM and Mr. Mduiire's (ffH 24l)n bilU: a rtniuction in the 
|fKieral sham of admmiiitrative cost, That, coupU'<l with strtaig majntenanc^^ of effort 
langui^re. wiU prevent subversion of the inteat of this legislation. 

CUrrrni Fviivral /;n)^»nim.s' (io not nivvt the hmlth neecin of disabled chUdrvn 

Untortunntely. the lew tHerai progranis proviiiing some rnwiical or^iuiijJth reiat«*d 
^.rvu'es to chddreTi with EUfntal rotardutiofi and developmentiil disabj)(iii»j< are so 
IVagnienttKl, condition region sjHHiflc. and hiHigini with varying eli|5*<fility rcx^uire 
mehts and anplication priK'^xiu res tlial tracking appropriate S4*rvic«^ within such a 
"noil systj'ni b^-omes a confusing and iVust rating process; nnd it gcH'S almot^t with- 
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out miytfiK that under theiK» cunditiujui continuity of i*i»rvice8 k impoiidibie tQ guaran- 

( VippitHi Chijdren'b Si»rvicvti are a caik- m point StaU^^ mu^it provide evaluations 
but muv «ele^'t which s4Tvice*i they will provide and which disabiliti^ they will 
cover hor exampU^ ^»me static havt- eUn^t^xl to restrict the type and duration of 
reiitorative ii4>rvict»f* they wili provide for 4neinaUy impaiitKi children, even though 
th(m* chi dren inay be eligible bvcaim^. of a ph^ical iTandicap.^ Then there is the 
aUditionai restriction uf jnconu* diKibiiity. which vanes fnmi state to ^^Uite In our 
nu^nle jioea-ty, it i« well within'^the reahn of probability that a child ret^eivinK 
netxied care i%m\d, by virture of his family s moving to another «taU-. lotk? ali those 
imxlinil servtceH even thouj^h the famtiv's inct)me rt^iiaimxl tht^ same 

AnoCher exi^mple of our half-hearttxi approach to health care are the restrictions 
written intC s4K^jon lhl;,H of Title XVI. the intent of the program, to habUitate 
ow-mcome disiibled ^rhildrvn, is e^i^eilent. however. Si^jvices (medical and habiUt^- 
tive) are itmjteti to -children hix years old and younger (with some exceptions) on 
the a^iijumptiun that children above that age art» in school- and ther^ore fullv- 
Mt^rviHi Vet. the regulations for F L IM J42 specitlcaily prohibit the provision of 
nuHiica services with e^ucatiw dollars. Tht*se services are dso reserved for chil- 
dren wht> will have the test chance as for self^ulTiciency as adult^ translated that 
ot coihi^^ means the least impam*d In our le^^isiating for human need, w« have 
atx^uire*! a remarkable ability to disqualify tho«e moet in need, while srivini? the 
apivarance oi ri>sot>nsible beneficence. o e 

Part of the problem is that we are not fully comfortable with spending monies 
Ironi one ^K)t»to riviuct* expenditures fnmi another. Many children with epileoey 
could attend regular school, thus saving thousands of education dollars per child if 
their .^'i^urwi were c(mtrolUHi through the expenditure of relatively modt^t amounts 
nt health dollars Yet, when a state does nut cov^r prescription drugs, or requires a 
co-payment for them, or discontinues payment due to a modest increase m the 
family s income or ->worsi' yet becaust* the seizures are controUed, it believes it is 
solving mofiey No one ever siet^ms to look bi^vond his immediate area of responsibili- 
ty tcf assi»*is the real coe«ts of an apfMirent "saving," 

CFiAP, on the other hand, assurt^ that a uniform package of health services will 
hi} made avajloble to all children. Moreover, sinct? eligibility criteria and mandat*^ 
m-rvict^s will exactly the s^^me throughout the country, a strong (^hild ilealth 
Assurance Pnjgnmi will prevent disiibled children from '^falling through the crlK?ksV 
m our prest»nt health cart* system • 

tn conciuNion we urge approval of legislation which: ' ^ ^ 

fnak**s ail n^vessiiry care and services availabie to developmentallv disabled 
children, 

reniovi^ hnut^tions on the amount, duration and Hcope of such si'rvices 
including inj>atient care, 

includes cuver:ige fur pri^gnant women. 

niandatt>s that TiKW insure reunburs^Mnent rat£*s that encouriige providers to 
: treat disiibU\i children. ' 
assuren an efTivtiv^* n^gpach program. 

inchuU»s provisR)rLs f(.lF[)ublic piirticipation in the development of a CHAP 
state plan. 

levies ^H»naltu»s for nun vonipliance on administrative coi*ts, 
Pn-vetition and ginxi intervention/ as early as possible^ will r^^uce the long-term 
ctKMt to kxiety Failure to mtervene will guarant^H' ihf total social and financial 
de|)endcru-e o\ px)ple who could lx.» at least oartiallv sef-sufncient as adults many 
iy\ them ^K)tentuil taxpayers, Not ixll of the help they v^ill reHjuire as adults is the 
resfx>nsibiijly, oi fj^is Suh<-oui mi tUM.s but the C(wti> of their programs will fall with 
equaL weight uw^n the taxpmyer. who pays for them without regard to categorical 
resfxmsibility The only vuiid «x'onomic principle for CHAP is this; t>ie disability 
which i.s prev>'nttHi cost.s ruXhmK to treat; the dis^ihility which is mitigattni costs far 
U*ss ^o {real ihaft theont" whu4i is ignored. t ' 
'nuink you ' , * 
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\^%CK^rpt {pa^i^H f\ A\) and A -401 from an April Southwr^^t^rn I'sychoiog'icai 

Aii*KX?iation MiH^tiuK Study 1 

,x^'^u^^"^^*^^^X Study Richard C;ravt*ti anci Jann-e Ha^trup, "EniKtii «f 

l*Hyclkjli)tfic^l Treatment un Medical Utilrxation in a Multidt^iplinary Health Clinic 
f«%lAJW Income Minority Chtidrvn." paper pnwenUKl at the April, 1978 Souihwent- 
ern Psyvhohigjoi] Aswoctatiun Met»ting <New ()rieans> , 

(a) Amvot Study to deUTmine whether n)t»dioil Ciirv utili^tion by children and 
adt>lej*cent8 d*H're4i4R»« «ubt*equent to pnycholo^cai referral and treatnient in a com- 
pietelv !*ul)«idizeii health care plan 

ih) Si'ttin>{; A comprc»hen8ive nei^^hborhood health clinic in a major soutluvt^tern 
citv. 

(c^ Bt-nefif i'hild ren and adoi^icent«5 living in the clinic's dchii^^ated area auto- 
matically quahfuHi tor cumplet*?iy subt^idized outpiitieni health care. >Ient^il health' 
therapy wa.s primarily behavioral m approach wktTan emphasis on changing dys- 
tunctioruil fainily uiteraction p*Utern^ that ma*fitaini»d problematic bi'haviurs m the 
children % ^ 

id) Study Popqlution The 'Jl vhiidivn ancTyouth who were referred to and had 
rtwivifKi treatment from the p«ychok>|(ical ct\niponent of the chnic during; the eight 
month peritKi from CX^tober of 1975 through>M<iy of 1970 and for whom the clinic 
had nmiical rtvords fur one year lH?fore afrfT after the referral. Thirteen of the 
treutinent group were male and sixteen ^wer^Mexican-American. The treatment 
group hij^ a mean iJ^ycholofKMciU distr^^^ sctine pNyj on a scale conceptually similar 
to the on^ Usi*d by Fti^iette and ('ummings. 1Hu\Hco^^y wert* kuied u|X)n the somatic 
coinpkrfntH noUni in tin* childre.n's mtniical recoSi^ MVan age wius 8^5 year^ 
le) 'fy;>t*5* of Therapist*? Two Pih.D |)«ychokigii:itsNo 
if) Time Spiui: One year bt^fore and one year after referral. 
ig>:CompariiH>n (iroupn: IVo other groups were stu^diiKi: 

I Matched C'ontrol iJroup 21 clinic registrants who were matcht?d to the 
treatment group subjecti* according to age, sex, ethnicity, psychological distress, 
and. medical utihzation The mean |>6ycnological diytrcisi!; »core wm 4 1, slightly 
lower thaji that of the treatment group 

2: llandum C'ontrol tlroup. Zl clinic registrants who were, matcht*d to the 
tri*«trnent group only according to agii, jh'x, and>.4hnicity, The mean psychologi- 
cal distress score wa.s 2 'J 
^h) Findings' Table A rtH:ords the study's fmdingti. 

TABU A [9 MEAN OUTPAFiEM M^OOi'CARL UTIllfATION 1 YEAR 8F.F0M AND AFTER REFERRAL TO 

PSYXiiTHERAFY OR STUDY ENTRY DATE 



- k 



■''"^ .. * ^ B^^ixe A (let . i'tmi€ 

]m\nm\ ^nm]} h8 3/ 36 

Random control group ? 3 2 5 9 

Only the chim>ie injne<iical can^ utili/^ition by Ihe treatment group wiis found to 
^tatLStu*ally jiignificant Also, thtKSi* in the 'treatment group were significantly 
hight»r utilizers oi fni'<iiC4il services U^fore referral to |x^ychotherttpy than were tho8t> 
m the random ciintrol group However, after referral, the treatment group were still 
higher utilizers but no lon^^jer signfficantly so. ' 

.. -Avecuge length of menClU hi*aUh treatm<«nt for the 2\ HUh>»i't^ was 4.i> sewytons. 
Nme of the 2\ suhji»cts receivinl only one or two ses^^ions of tlierapy. . > 

The study also ruitsi out the jx)ssibility that the study group s drop in utili^uition 
was due ti> their famlH*^ having rtniuc^Hi involvement with the clinic after psych cv 
l^^iciU treatnient The study deterrnint^l this by clu*cking whether the children had 
InvTr^rought into the chnic for their routine health maintenance appointment 
durmg the year following f)sychologicai referral. Nineteen of the treitmijnt group 
had kept tht^; apjx>intment,s This compared with l^O for the matchini control group 
and 1 4 for tht» 'random control group. 

ii> i'ntuiuc This study broke new ground by irxjcHting the elements of studying 
childrt;«n and using a s^^ttnig where the Ciue^ vyas completely subsidi/fxi. The major 
limftatiiuis of the study were it.s extrenu»ly Ismail sample si?A's and short time 



jipan However, a gt)od- attempt w*ai> matjo to dtwelop a nutched comparison group. 
Siich a jjroup nojwtheii'ifej, open to many of the ^ame criticiwim that have been 
made of the Vol let te and Cmnnnngs ci)miHiriBon ^roup The study itself mi^ntioned a 
LX)upW poe4«ibie iniprovetneQtK One would be to determine whether there are any 
Ci)niii«tent patterns in thtt typas oi somatic complaints which decrea*«?d in the period 
loUowtftK* pnychological treatment. The other would be to look for simiial- n^ductions 
in medical care utilization among other high utiiiwn* in the families of the treat- 
niont group Finally, the ^tudy could also ix» improved by including utilization of 
hotspital and ancillary services Un^i by esitimating the net cotst of the puychotherapy 
providiH-i ' ^ 

Senator^AiJWAiXtE. The next witness is Dr. William C. Pelch, 
chairman, council on AM As Council on Legislation. Dr. Felch, will 
you submit your stateinent and summarize it. 

STATEMKNT OF WILLIAM (\ FELCH. M D.. CHAIRMAN OF THE 
AMA'S COUNCIL ON LEClSlJ^TION 

' Dr FjfLC'H. My name is William Felch and I am a practicing 
- physician from Rye, N Y, I ciirrently serve as the chairman of 
AMA's Council on Legislation; With me today is Ross Rubin, assist- 
ant director of our legislative department, V., 

We are pleais^ni to submit the views of the American Medical 
Asscx*iati6n on S. 1204, the administration's child health assurance 
< prog'ram— CHAP. 

^ . The program that is presently in effect was designed to respond 
to health care needs of children by affording them access to health 
-^assesi^menti;? and care and treatment for conditions that were diag- 
nosed in sUch assessments. Unfortunately more than 22 percent of 
the children screened under,EPSDT and founc^ to nped treatment 
do not receive the required treatment. It is clear that there must 
he more attention paid to the need for followup care, and that 
EPSDT should be improved if the program is to meet its objectives. 

ITie legislation l>efore the committee would replace EPSDT, how- 
ever. It set?ks to^mt^et the objectives of EPbDT by changes in the 
mtKiicaid and in doing so would establish within medicaid, for 
one group of beneficiaries, a special , set of benefits, a special defini- 
tion of providers and conditions or provider participation and spe- 
cial rules of medicaid payment to providers and Federal payments 
|o States. ; 
* There is no generally accepted und^tanding of the reasons for 
the partial failure of EI^DT, and no base of experience as to what 
effect thi^ changes proposed in CHAP might have an medicaid and 
on the provision of care for children. 

We^ know of no well-conducted studies that est^iblish iiny guide- 
, Imes for program development. Yet this legislation, would ifttroduce 
a major new program with dstinctive needs and numerous adminis- 
trative rtHjuirements into a medicaid program already beset v^ith 
conu)lex problems. / , ' ^ ' ^ 

The shortcomings of EPSDT should not be addressed through 'a 
major restructuring of medicaid, in the face of the magnitude of 
the difficuitiee implicit in an undertaking' within medicaid to mesh 
' and administer two ^ecarate and distinct^ pi^ograms. Moreover,* in 
our vMw/t^c^, filatures of EPSDT contributing to its difficulties and 
shortcomings are not overcome in the proposed legislation. 

We'4a ndt believe that partial failureot a program to' meet ail of 
its goals *^liou!d outweigh its partial success and lead to total re- 
placement. Blither, we fei^f it appropriate to build on the successes 
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and correi-t current erfors, rather than starting from SLTatch-with 
a brandnew and untried appruacH. 

The Federal Government is already deeply involved in a4arge 
number of health care prc^rams, each addressed to a particular 
segment of the population in a targeted approach to meeting the 
health care need.s of our citizens. For example, there are two 
special proijrams devotixi to assuring maternal and child health— 
the maternai and child health care provisions under title V of the 
Social Security Act and the current EPSDT program under title 
XIX of the Social Security Act. ^ 

While these two programs are complementary, they are also to 
some extent djuplicative. Each of these programs has a function 
. that we believe should be strengthened and retained to assure 
quality health care to eligible children and their mothers. Neither 
was int^indeci to, nor can it, reach ail deserving potential beneficia- 
ries. We urge that the two programs be reconsidered and viewed 
together in set^king an answer to the problems of reachiMg the 
children and others in need of health assessment and treatment. 
^ We would like also k) call> attention to certain specific features of 
S. 12^04 that we vievv with concern. These are di^ussed in detail id 
our prepariHi statement. They center around such administrative 
matters as the contractual agreements, the requirement that pro- 
vides access to followup service, reimbursement mechanisms and 
reporting requirements. 

As we have expressed earlier,- we fully support the provision of 
heaJth care services as are envisioned under the present early and 
f)enodic screenmg. diagnc^is and treatment program. The program 
should be improved, but changes should be made so as not to 
discourage full opportunity of patients to have access to care, and 
.should be made in conjdnction with an evaluation of other related 
•programs. We are concerned, as is the subcommittee, with'heaith 
care costs, with efficiency in health' care delivery, and with the 
quality of health care servicesj)rovided. It is with these concerns in 
mind that we raise these^ is^efes with respect to the creation of the 
new C'HAP program as proposed in the legislation. 

We urge that, in develof^g ^modifications of the current EPSDT 
program, consideration should be given to the availability of mater- 
nal and child health cfire under title V of the Social Security Act. 

The title V program Vvouid be expanded under legislation intro- 
duced by St^nator lX)le (S, 14;^()) that was developed with the coop- 
eration of the American Medical Association, the American Acade- 
my of PtxiiaVrtcsAand 4^ American College of Obstetricians and 
Gynei'ologists * 

We do not Ix^lieve that the CHAP program as propostxi should be 
onacted. The' efftvt of sucli legislation would be to add further 
confusion to an already heavy burden of administering medicaid 
laws. DifTehMit sets of rules, provider benefiti^, reimbursement and 
cost-shiiring would add to the already major problems that States 
have in administering medicaid. 

In sup|K)rt of the current EPSDT program, -this program is par- 
tially fulfiiiing a vital nee^d and providing certain health services to 
children of low^ncome families,^We suspect that many of the basic 
problems v^ith the EPSDT program may not be in 'the scope of 
bt^nefits but rather in the administration of the program. 1^ 
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We ur^e that the subcommittee consider modifications consistent 
with our specific conerrts with the proposed legislation. While we 
support the general concept embodied in the child ^e^lth assurance 
program legislation, we urge that the subcommittee not adopti^is 
proposed legislation as it is presently constituted. . 

SenSoiy TalmjSdgk. I have only two qu^tiohs: 

You mentioned in your statement title V. in tjie EPSDT pro- 
gram, complementary and to some extent duplicative. You also 
stated the child health prc^am is distinct and should not be ■ 
imposed on the medicaid program further. , , ■ 

Are you suggesting these programs be combined and admrnis- 
tered independently of the medicaid program? / 

Dr Fkvch. Yes. In our amendment proposals for title V, we 
suggest that there be an office in HEW that would coordinate all 
existing maternal and child health pnjgrams. 

Senator Talmauge. Dr. Schaeffer said he already has done that. 
Did you hear his r^ponse? , . , «- ,j 

Dr FiiLCH. I did hear it. We think the role of such an office could 
be different than what Mr: Schaeffer suggests. It should set guide- 
lines that would be helpful to the States in determining what they 
should include in th6ir programs. It could receive monitoring re- 
ports yearly, and that sort of thing. 

Senator Talmadoe. What is your view concerning man^ting 
ambulatory and inpatient mental health benefits under CHAF.'' 

Dr Fklch. We have a general policy thift jKjychiatric services 
^houid be , treated at parity with other health care sepices or 
/services delivered by other providers. ', , v 

' Clertainiy, in any legislation! that we have considered we have 
included psychiatric services at parity with other services. 

Senator Talmadge. Any questions, Senator Durenberger? 

Senator Durenberger. Yes, thank ypu. 

Doctor. I have not had a chance to read yotBRntire statement. 
You did talk about the need to correct errors in the EPSDT pro- 
gram On page 9 you refer to problems with EPSDT which may not 
be within the scope of benefits but in the administration. Would 
you give me some illustration of the current problems with the 
administration of EPSDT and would you also illustrate what you 
mean by making the program more attractive to providers? 

Dr. Feix'H. a simple instance is the matter of reiiphursement 
schedules for physicians under medicaid programs. In my office, 
which is fay no means a Cadillac office, it is pretty efficiently 
operated, our accountants tell us it costs nearly $10Xpatient visit 
now, including all of our overhead costs. mKL 

When our State medicaid reimbursement formula nSW^ perce_nt 
of that, that— to use the jargon of the day— is a disincentive for 
providers to participate in such programs. 

Senator Durenbkrger. Are there any others? 

Dr Fklch When we do get paid under medicaid^ it otten comes 
in months*later than the bills are submitted, so that our cash flow 
position may not be as advantageous as that of the State. 

Senator Durenberger. So in summary your statement is, 
would not have problems With physician participation in this pro- 
gram if there were adjustments made to the reimbursement.? 
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tivesto participate in the program ^ ^"^^"^"^ 

behutor DusKftfaKRGWi, Thank you very much 
1 1 he ^rejjared statement of Dr. f elch follows: ) 

■ (niuirman of AM As CWuron JStS, ' w currently «.rve a« the 

•Director or our l^i^iitwe li^rtS ' '"'^ '^^^ ""'"'^ ^ 



'«l-*'t"-iND ON THK PKOt-OSKD li(;iSLATlON 

Thw propSwNi %'i«i^tion would amend ifctle XIX (MMimi/ii of tV,^ • i c • 
. -skilled nur^xu^^ Jr^^^luPu ."^ 1^"^ P^jy^'^^'"'^ ^rvk^ ^nd 



iPH ri^--cii*i» ^rvi^ *• «iiM H»Jjf5»<t:ian services aiid 

rTu.nt,s- .iu,^n,o.tK.- and trt>.an,ent. «.rv.ct^. to those a4«3 ^,nd whef indu"S" 

.uth„r,t, th.- S5T«i„.v «oukHi..l mi„i,„u,„ rou,,WnK',Vr l^^K u.SioSl, ,,r h^^ 

.P% H1(K'tivem-sH of the hmt- f^rt^m- wauld In- moflHurtXunder a forniuh which 
bMng Km^n to ,ch,ldrPn wji„ r.^-^m-.^d. «;rva^^u„dor agj^vnents with ■WuTnuuS ' 
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srare'^ providers. Applying t^e forn^ula, the State's federal medical assistance peij 
ceatage otherwise^deternwned under Medicaid law could be redu9edby asmiuch 
a^five perc^^ntogt^ points or inc^ased by as much as 20 percentage points (to a 
nftximuin of 90 percent). \ * * 



The Early and Periodic Screening, Diagnosis jknd Treatttfeht (EP^T^rc^am 
that is presently in effect was designed to respond, to health care need^tjf children, 
by aiYordi?ig them access to health a^essments and care ana treatment for condi« 
tions that were diagnc^ irl such asless^nentii. Unfortunately, 22 percent of the 
children screened under EPSDT and fpund Ux need trcMtment do ftot^ receive the 
service required It is clear that there must more attentipn p^id ^o the need for 
follow^up care Improvement in BP^Oaiifi^rely needed if the program is to meet 
its objectives ' * 

The legislation before the Committee would replace EPSPT. however. It seeks to 
me^t the obj^tives of EreBT by changes in the Mc*dicaid law. and m deing so 
would establish within Medicaid, for one group of. beneficiaries a special set of 
benefits a special definition of providers and conditions of nrovSder partici^tion, 
svecml rules of Medicaid p^iyifient to providors and federal payments to ^^tateis 
At this time there appears to be no clear understanding of the.teasons tor the 
failure of EreDT and no base of exi)et'ience as to what ei^fect tbe proposed changes 
might have on Medicai4 and the provison of care for the children. We know of no 
weTl^ohductcxi'stutiies that establish erny guidelines for ^jrogram development. Yet^ 
this legislation would introduce a major new program with distinctive needs and 
copious administrative, requirements in a Medicaid pn^^ram already .beset with 

complex problems^ ^ *. , , , ' i r ^t_^x *u * 

In v^im thf shortcomings of EI>SDT, it should be remembered hat tha 
uroKtam ks even now l^ing'>adniinistered through Medicaid. We do not believe that 
it is appropriate to esdiblish broadly exp^inded Medicaid involvement bjjfore addi-d 
study and better undersUnding can be combined recognize , and meet th^^^ 
lems While there. arc weaknesses in the present EPSm program, that is fulfining a 
riM^txi sservice and _i^rves support to fic-complish its objectives. Modification of 
Ef>SDT to addresHiWentified problems would be appropriate, -The shortcomings ol 
Ereryr should not W fwidressed through a major restructuring of Medicaid in the 
face of the magnitude of Vhe difficulties implicit in an undertaking withm MediCi^id 
to mesh and administer two separate and distinct programs. Moreover, m our view 
the Teatures oC KJ'SDT contributing to its difTicuities and shortcomings are not 
over(X)tne in the proposed legislation ,. » - , i ' u„„ij 

'We do not believe tiiat partial failure of a program to meet all of itis goals should 
outweigh as pfirtia! sucoess and leafd to total replacement. Rxither we fet>l it appro, 
nriate to build on the successes i<nd correct current errors, rather than startini^ 
from scratch with a brand-new and untritid approadi. r , uu 

The federal government is already dw'plv involved m a large number of health 
'oare iirograms. each addressed to a particular seghafnt of .the ;>opulatiorv in a 
targcUHl approach to meeting the healtlv care netxiS of .our-citu^ens. hor example, 
there are two siMx-ial ,progratss demoted to assuring maternal ar« child health--the 
Maternal and Child Health Car^ provisions under Title V of ^h'' Jtx^'al bt^UrUy AdL 
and thii..current Ki'SDT program under Title XIX of the ho<;ial S&urity Act. Wh>te 
these Ho programs are c6mplementary, they are also to some eitejit duplicative^ 
Ffir'h HIiiese programs Kas a function that we Ijelieve should be Arengthened and 
retain«).si-ssuiH> qua!4^ health care to eligible children and the\jr mothera. Nei- 
ther wiis%»tendiHl to. nor can it, reach i.ll dest-rvirig jK.tential t>enof icuiries. We urge 
that the two prugraiys b<> recon-siderixl imd viewed together m seeking an answer to 
the problems of reaching the children and others iij^need of health assessment and 

^""we^would lUie also to call attentii)n to .some of the s{H-cific' features of H. -1204 that 

we view with concern. . i j i i i ui 

Child health 4»S6<>ssments under the program could be provided only by a health 
care provider who untered into a «pe<-irH- agnn-ment with a ^tate Mcnlicaid agency. 
This provision is highiv undesirable and could result m riiffyrences in the availabi 
itv and level of healthcare available to CHAlMx-nailciaries. as compartKl to health 



scrv)ce.s availablrtu J\-nOie provider ugrw-ment r«iuirement couki result in 
re<iurcHj provitierSarticipjiff^rTT^-hv narrowing the ava.lahihty of CHM seTV- 
ices' The resultant contentration of tfie provision of CI AF st'rvices m a limitwi 
r-lMi'e of providev-s. quite t^s-siblv special "CHAP clinics, would Ih> a disservice to 
CHAC' N-nefitranes. It woi^ld - op^-rate to retnct the nunlical ros<u;rces avaihd) le, 
therebv impinging on the pntienf.s ts^ht of .neie^-tion of physician or^ther health 



ciire provider, and impact adversely on the scope and quality of care , available to 
CMAP benefi^aries, C ^ * ' * 

' Another problem cgncermj" the responsibility of the provider to afisure that all 
necessary medical services that are piwided under the State Medicaid plan are 
made available in a timely manner, and to aksure that reass^tbents are p^^ormed 
on a ti«iely tknd periodic basis, £is required by regulations of the Secretary, 

VVhile it desiralale for a patient to have a primary physician on whom that 
pi^tient may rely for coordination of his medical care, we take strong exception to 
ahy/sjpecification in the law thati would require the, health care provider to a££$ume 
responsibility for aiisiirin^? that a patient ccceived follow-up treatment, Thi? phyjsi- 
cian-patient relationshifi is a voluntary one, and . the physician' maintMins no control 
over whefher a patient will return for follow-up treatment and/or consultation, or 
eveh follow the physician's advice. To mandate by law that a health care provider is 
responsible for a patient over whom the provider *has no. control is at best a 
gratuitous requirement incapable of fulfillment; at worst, jt is a condition that may 
well deter physician ppi^cipation in a pro-am because of practi^^TWifTicuIti^ and 
usterlsibie legal impliotations. ' * • - . 

Adding to the discoufa|?ing asoects of the CHAP iegii?lation, from the standpoint 
of physician paKicipation, are the limitations on reimbursement for services that 
are built into the prf>grbm. Payment for services undw CWAP, as an* mtegral part of 
Medicaid, would be governed by Medicaidirules and, accordingly, would be restricted 
in many states to insuHlctent levels, Umer Medicaid laws, no reimbursement 
Vxa"^ what Mt*dicare would pay (alreijdy at arbitrarily set levels), ^^ind Medicaid 
rix\£^ of payment are ^eneraily even lower. Rt»tention of the 'artificially r^tricted 
piivlnent levels under Medicaid will ac^centuate current problems facing th^ Medic- 
aid program This impedinii»nt to: p)iys4C!an participation* should be ren^yv^ if the 
(Hap program to provide full accesSs by individuals to the intended benefits of 
the program. S. 1204 woy Id allow the Secretary unilaterally to c^tiiblish a schedule 
of'fK*s nxtng'Teir^burs4»ment levels, yre would urge,* as ai\ appropriate ^tandard, 
# thili customary reiispnable reimbursement be made fdr physician* se^ic.es. 

If^i^^viders participating in CTIAP wOUld also have ^e added ^burden of making 
reports, such lu? the St^ite or^ the Stk^retary might reqtairc, to juisure compliance with 
the f^uirements of the prograni. Na specific guidance is provided, however, with 
resjiect to the content of these reports nor the extent of the data that ri^ust be 
furnishcKl. Reasonable bounds as to the scopi* of such reporting and the material to' 
l>e provided should bi* described in the legislation. We als6 ask that careful consider- 
ation ix* given, in the 4^'velopment of the report requi rem en to the burdensome 
^fapi*r\s'orlk and adminiMrative tasks that will Ik' creattM^ as well ^is the confid^^nti'al- 
ity of patient mtxiical records , - ' , 



CCiNCLUSION 



As we ha^/e -expressed earlier, we fully support the provision *Cf}' healths care 
services as arc v^vi^iont^ under the pr^'s^^nt E^irlv- and IVriudic Screening, Diagno- 
sis iitid Treat^ient program. The program should be impro\t^, but changes should 
hi' made so as not to discour^ige ifull opportunity of patients to have access to car'e. 
and should he made in conjunction with an twaluation of other relatt*d programs. 
We are concernt»d,^is is the Sul?committei», with health care costs, with efuciency in 
hea|tl> care delivery, and with the quality of Health care s^irvices provided. It is with 
.these concerns in mind that we nus€> thf>6<» is^uc^w'i^h rt»s[XH.'t to the creatidn of the 
new' CHAP p;;(igram as pro|K)S4^i in the legi*jlation. 

WeMirge that,xin developing modifications of the tUrrent EPSDT program, consid- 
eration should b<» given to the availability of maternal and child he^h care under 
regional prognun?^, has long Ihh'm a promixient and effect i,ve source of health care for 
undvrs^rNOid children and youth. F/Stahlisij^^ \n WW}, this pr^j^rarn curret'itly affords 
health, services to mothers and children who, for economic reas^ins, have difficulty 
in obf^iining the s^»rvices theytf^HKi. The Title V pr£>grani would bf» ex^)«nded under 
legislation recently developt.»d: in a joint effort of the American Medical Association, 
r hi' American Academy {)f F^Mlia^rics and the American College of (Hifitetricians and 
(^ywlecglogists, so as id addres^^ more fully the -spirit and intent ofyfhat program in 
me<jt|ng the national needs of p^iternal and child care and giving apded emphasis to 
special iiv^lth service needs of prasp^^ctive mothers and the developing fc^tus, the 
netH^>^ bf the jnfariir^in its first VC^u" \)f lifi', and th(.' ntn^d for treatment and counsel* 
i?ig fifjr cdnditiotis i^(K'iat£*d with pregnancy, venereal dis€»ase, drug ^i^diction and 
mental health! A draft of t^e le^ii^lation is attached; nnd we commend U to the 
jittention of this SulH'ornnutti^'. ' . ^ 

We de not In^lieve that the CHAP program as prop<^Mi .shonld [k? enact^^fi. "jl^^ 
t'jTiyct of ^^uch legislation is Iff add further cot)fusiC)n,to an already . heavy burden of^ 
administering Me<jicaid law^. The CHAP progr^im is designed sp^Kifically to meet 
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medical netnis of children, and is addr 
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U> th^s segment of the . population. 
distTnct tVom the K-eneTaV poputation that miy be covefed under Me^iiciOd at the 
preik-nt time. PiffScent sets 'of rules. p,;ovi(|er-bene{i«. reimbursement ahd x^t- 
sharins would add to the already msyor problems that States hav^n admmistering 
Medicaid. Child heajth programs are distinc* and should not be imposed upon the 
Medicaid protrram any further. p , ^ , j 

• In support of the current EPSDT proKranl. this program is fuifilhng a vital oped 
and providing ct-rtain health services to children- of lowincome families. Yet, while 
.we support the presinit EPSDt program, wsfbi^ieve that this -program sho^d not be 
viewed as addnSsing the total health care Iroklems^of our nations children.^ we 
'pointed out etylier, EPSDT services are re<}Lired to bej^rovided under ex stmg State 
Medicaid pU»n«. Yet. EPSDT services have hot been pAyided to all ehgibW Medicaid 
Sneliciarfes. We suspect tbat many of tlv>|L>asic problems with'the EPSDT. program 
may not be in the scope or.btMiefits but r^tffer in the administration of ihe.program. 



For optimal fare for childreri within t 
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lor performance of the highest quality of 
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modifications consistent with our specit- 
While wt> support the general coticept 
I'rogrnrfi legislntion, we urge that the 



SubccxnmlttGi? pot ydopt this proposed legislation as it is presently constituted. 
: Sfen^itor TAi:MAi>GE. Next. Dj-. Birt Harvey on behalf of the ' 
American V\<;a<iemy of PediatrTci. ' , . j * 

You may insert ydjir full stdtlment m th^ recprd and summanze^ 

it. /■ • • " ' C ' 

XTATfcMENT OF BIRT HARVEY. M.IX. ON BEHAI.F (W THE 
H AMBRICAN ACAPEMY or PEDIATRICS X' 

Dr. Harvey. Thank you, Mr. Chairmen. ' • 

Mr. Chairman, Senator^urenberger. we appre<!iate the opportu- 
nity to testify belpre you today on S, aiJ04 , . 

The American Academy oT P-diatrics J^ppo^ts the basic concepts 
of this bfk. We support betterl coverage of more children and^ we 
supporttR^oncept of getting cliildren into continuing care. 

We like the idea of cpverag^ of unmarried, low income, adoles- 
cent pregnant women. Now in many States they are not eligible; 
undJ/ this program they 'willf be eligible during the 'pregaancy . 
^ ■ . ^ ^< J 1^-rn. Ii) this way we foresee fewer 

rn with congenital defects; so we v 
as well as. the whole. concept oT "N 



rather than after the child 4s 
.xhildren born prematurely *nd 
support this partieul'ar provisio 
• broader coverage. 

There are several arcn^ of c 



^ iverage this bill does not address 

lharwe would appi-eciate ypur cohsideratioQ^ 

Migrant farm workers are not included^ Incarcerated juveniles ^, . 
are not included., These groups both need inclusion. Formerly, the 
bill coptinu'ed coverage for. 6 months, coverage a ter the child 
became ineligible. It has l>een reducedlto 4 months. We feel that in 
^y circumstaoces this will not give .care as long as for necessary 
t3, complete treatment: . .. . ..u » ' 

c would as*k consideration of a di^erent concept, that once a 
cblld has k>en screcn^-d- and referred for phyfeician treatment the 
cWerage continue until ^hafdiagnob^ and tfqatment be completed 
or until the title 19 agency who is adminis^fering this has made ; 
arrangefnents'with title V, or with oth^r btafe agencies^o see that/ 
the ongoing coverage will take place. / 
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Once a child W}6mes ineligible for tiiis program, he is not auto^ 
maticaliy wealthy; he may not automatically be able to afford the ^ 
. ^^^^^ ^^^^ nec^sary for continuation of treatment tliSt may be 
started junder this /bill ■ ^ y 

We would ask you to addresfi thisr problem. > 
^ One of the m^or problems, as you h'ave brought up repeatedly, 
Mr^ Chairman, people .who have testified, is the question of the 
coordination pf this pY-ogrpm-with the title V program and with 
other child health prof^rams. 

Senator Talmadge. Speaking extemporaneously, would y^ mak^ 
specific recommendalfions as to how we can improve that? 

Dn Harvky. We believe there needs to bfe a child health agency 
designated within HEW and it should be in ' the* Department of 
Health, ubt^rn HCFA, to iiddre^ the i5roblems of cTiild heait'h. 
HCFA has payment as a primary overstatiim; the Health Depart- 
ment' is primarily orignted toward providing of medical care and 
has medical expertise. ' , . w * 

We would like to say a few Words about provider participation 
that we thiYikiieeds tb be addressed in this bill:. 

The bill aS; presently written says there ^hould be a written 
agreement betweenf the State and ;^he prdvidel^^ho participate in 
this program^ We f^ written agreement wm be a barrier to 
provider participation. Providers are not used to having written 
agreements which require that _they insure that the child gets to 
places for followub, aiijl r^uires that they assure the Children ' 
return for periodic examination^ ^ ' js^ 

Irfetrad of getting more private providers involved, this will get 
less nongovernmental providers and will make it a State program. 
That is one of our chief concerns."*^ * ^ . 

We believe when a provider signs a billing form, this m Jtself 
assures that the provider has performed the services that are man- 
dated in this- program by the regulations of the State and that 
. nothifig further beyonti that should^be necessary. 

If the State government wishes to have a written ^agreement for • 
providers,* this may be appropriate. If the provider is going to do > 
capitation care he would then sigin a written agreement commit- 
ting himself iX) development case management facilities within his 
group or office to provide followups but under ordinary citcum- 
stances in' d fee-for-service setting n^st providers are not able to 
. offer this kind of service, ^ ^ 

We believe that the definition given of ''comprehensive care prop 
viders'' is floor. It defines comprehensive care, providers by the 
^ location at which they provide care, by the type of service they 
offer, or by disciplinary training. These cannot define a comprehen- , 
sive care provide; a comprehensive Care provider should be defined 
by' his se^ces. If he' gives comprehensive services, he should be ^ - 
eligible. Vfe have listed in our testimony a nufnber of things that 
could be used to. .determine who provides comprehensive care, 
There'Y^^ many providers who can't do that There are nonlisted 

* -provi(5ers who can. It should logically be decided on this type of ^ . ^ 

basis. * ^ . ' 

We thii\k States heed to be more accountable, they heed to be 
^ account^ible for what techniques they Use to achieve outreach goals 

* how successful they, are in reaching \^the goals in the same way 
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followup should be very carefully monitpred and States should be 
"-T^uired to riport on tM\ means they use to achieve adequate 
followup and how successtui the foUowup efforts are. 

In the samg way States should^be required, to show how they are 
recruiting and removing- barriers to encourage private providers 
and other nongovernmental groups to 'participate m |his progiram. 

Mr. Chairman^ thank you very much for giving me the o^rtu- 
nity to testify. * ■ 

Senator Talmadge.- Thank you. , t * * i 

You addressed yourself to all three issues that I wanted to ask , 
you questions about, so I will pass those. • 

.Senator Durenberger? ' ^1 m 

Senator DURENBKRGER. He covered my concerJJs as wen. _ 

, Senato/^RiBicoFF. You were here ^*ere you oft, when! asked a 
question of Dr. Stone and Nancy Morill abouFthe problems and 
responsibUities doctors would have doing the administrative follow- 
up'? I -understand that you object to that responsibility? ' 

Don't you think it would be possible to draft written agreements 
requiring the doctor to lay out the course of treatment and what 
followup would be needed, and then let one of these voluntary 
agencies do the followup for you, so you would not have all the 
administrative work? " \ *u * ^ 9 

Don't you thinic you could work sotnething out that way i" 
■ Dr Harvey. I think' thai might be an acceptable alternative. 

Mv envisioning pf followup is that it becomes the State s respon- 
sibijit;/ t6 see that effective outreach for periodic examinations and 

^°The"ltate"cmild contract witK the provide? for this servic^ if he 
has the facilities and Ihe ability. It could contract with volunteer 
agencies .to perform this function. It could be don^ m a number of, 

'^^SenSL'^RiBitSI-F. I would be hoping that in this type of followup ' 
work we could have a. deeper involvement of the volunt^r agen- 
cies, I think in many ways if you could d# that it would h»ve a 
softer, approach. Since you are dealing with chUd^n, I think there 
are many people,- certainly many women who^d^ volunteer work, 
have tin* and" would be in a good position with cfhild^n and their 
the motKirs, to see to it that these efforts are coordinated. - 
' Dr Harvey, I would agree with you, sir. I think, the mam thing 
is it' has to he spelled out as^o who is going to db this, and they 
have to assurSe^the responsibility and accountability tor seeing it 

'^"llSu^iBicoFF. It is your feeling that if we put the burden 
followitp services on the doctors, the d(|fct.ore wo^ 
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participate. Now, 83 P^rcenVof the pediafearWio^a^^^^ 

of the academy see children on medicaid,^ijd''CWo-tl?irds say they 

" wfw^'ntS'o up more. We -are afraid if the bill passes as 
writ\en, participation will go dowti> not up. , 

Se^itor.RiBiroFF. I think.that is a weakness and I am sure that 
thrAmittdfc could work something out. To do it this way on this 



stnct type of rule virould be self-defeating qn this program, both for 
the doctors and the children and the communities as a whole. 
Dr, Harvey, Thank yoii. 

Senator TALMADOJE^-^i^nk you very much, Dcx^tor. ^e appreciate 
j^ur contribution, 

* [The prepared statement of Dr. Harvey follows:] ^ 
Statkmknt of BiRT Hakvky. Xi.D., RA.A.P., AM£RjpAN Academy or Pkuiatkics 

Mr. Chairman, I am Birt Harvey, M.Il, practicing p^jMatrician from Palo Alto, 
California, Ijere today representing the American Acadeifly of Pediatrioi. The Acad- 
emv is an international medical assoofation and children's advocate repr«ienting 
20»00{) physicians dedicated to the care of infants, children 'and adolescents. 

The American Academy of Pediatrics supports in principle the basic concepts 
embodied in S. 1204-'that all children in thm country dj^rvc* the opportunity, to 
have preventive triedical care, that d^'ects and diseaaes should* be diiKTOvered early, 
and that remediation shouldroccur promptly. We believe that .all children deserve 
an ongoing source of medicaNcare and hav^ t^tified in the past in support of these 
ideals. Our chief^concems have been that the ramifications and problem^ associated 
with past legislation were not thoroughly studied before passage. This h^ resulted 
^ m a failure of EI^DT to properly function. Insdequ^ and ineffectiva^past adminis- 
tration has only further compounded a floundering program. We havt» noted the 
recent efforts on the part of the Departnibnt of Health, Education and Welfare to 
improve the administration of EfSuT, and we will continue to work with therti in 
an effort to resuri^t the program. But we do believe that marked chan^jes are 
necessxiry in Si'veral areas of the proposed lej^islation to avoid compounding several 
existing problems and to avoid creating iinother set of difficulties. 

KKDEKAL CHi'u) SiEALTH ACrnVmSS 

lk»fore entering into a discussion of sptH:inc8 that need attention in this bill, we 
would like to fjcint out that CHAP needs to be considered in broader content CHAP 
will focus solely on children meeting eHgibility rt»quirements and cannot be seen as 
a health program for all children in a community. In fact, this is only one of the 
myria<^ ot federal programs d'irected toward improvement of the health of this 
nations cl^ildren A primary problem shared by this myriad of federal prgji^ins is 
the fra^nt*ntation of effort with resultant gaps and inffficiencv. As such they are 
representOjtive of incompletely developed approach€>s to meet the health needs of 
mothers, cihildren and adolescent^s. The effect is that they promise far more than 
they can deliver or they act as devlsive efforts in a community by competitig for 
inadequate manpower and facility resources. 

Your atlentiort directed specificaily t^) the Maternal and Child Health programs 
uj\der Tit e V, of the Social Security Act— the dominarjt legislative expretision of this 
country's fconth^ltment to health care for the mati^rnal and child population over the » 
^ast foi4r decades- For the Congress to address rt^visions in Title XIX sepa^-ate and 
upart frdm Title V would result in a failure of thi^ Congress to fully utilize 
resources at hand to provide complete' care to aiJ^many children as pwiible. The 
Title V;^ol-ogram also rH^eds to be refocdsed legislatively and its purpose redefined to 
develop both a. generic' approach to health care for matertfel and child populations 
and a capacity to respond with spc^cial, focused efforts to^ insure a coordinated, 
comprehensive program for all mot^hers and children. Such' a profxisal was Intro- 
duced iry the Congress fast .year by ^nator Dole tmd we would urgf that it be 
considered by the )H\ih Congrt»ss. Thisj>ro^x>sal has been supp)ort<Hl by the American 
Cxjlieg^ of Obstetricians and Oynecologista and the American Medical Association, 

By fodusing on both Title V ajid Title XIX, the intent of this legislation ian be 
fully reiHzed. We would point out that the potential benefits to b^ derived from 
better cjioperation betw€?en Title V andthe CHAP program include: " . . promotion 
of contijiuity of care, s'haring of scarce exp*\rtise, avoidance of unncKOSsary duplica- 
tion, emcient allocation of financial resources, and achievement of gruater* account- 
ability., lln short, more effect utilization of existing resourct*s and development of 
more ektensive^ health care resources/' (Operational Guidelin^^ for Interagency 
Agret^nients, proceixiings of the National Omference on EraiXF and Title V Pro- 
granis* iJanuary, U)?7. p. viii.) Therefore, it is recommended that S. 1204 be modified 
.to u^clude a nev^ section which will ri»quire that the Secretary shall evaluate and 
submit.' to Congress a report on a) the co6rdination^rmd integration of health care 
servici:* to children under Titles V and XIX of the S<K'iaI Security Act and b) on 
actions undertaki^ ancj recommendatiunH far actions that shoilld be taken by the, 
states sand the Federal government to improve tj^ coordinatiorj and integration of 
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child health services provided under these titles and services provided under other 
federally funded programs substantially ihvolyed in the provision of health services 
to children. (Similar language is found m Section U of H.K. i4bU 

In addition, it would improve the efBciency, lower governmental costs and better 
serve the health needs of children md ^^descents were al^ programs adniii^^^^^ 
by one agency. We believe that the Department oi Healt^. Education and Welfare 
should centralize responsibility and authority for all child health programs at a 
Wgh administrative Wei. Competent; staff at ^tj. central and r^ona offic^ 
capable of developing and implementing coordinated approaches to the delivery oJ 
authorized programs need to be develop^. ' . ♦ 

KUGlBIUTY ' 

The Academy is sl#portive of the improvements in eligibility and-fimuicing that 
this legislation will bring. The inclusion of women who are pregnant for the first 
lime X would othen^i^ notK eligible until after delivery will result in improved 
prenatal care and. consequently, healthier newborns. Infante who may reahstical y 
^ have^problems with yoTng: unmarried 8dole^e»^s for mothers are 1^ l.kejy to 
'have t^e further disadvantages of ill health,. small size^ngenital aifemahes or 
many other' problems. Includii^ such w«nen a'pphes the CHA^ resources insi truly 

'''^Wc"arrfurtherpleased to note requirements states must reach on the amount, 
• duration and scope of services in ordrt- to be eligible for federal fliatcljing assistance. 
This expansion of eligibility *for CHAP services should help prpv.de 'j?^^]^^ 
preventive care- to a significant segment, of undeserved and nonserved children 
l4poUd changes in this section should include mandatory rather than optional 
covJ^^Tin the 18-21 age group. Since Title XlX covers this group, it would be 
wrong^to deny them serfite^ merely because the State hai, decided not to include 
rhem The cJitinuation of coverage for six mont^ ""^^^ '^'iL . 

iw^rable fo the four months in the AdministnjKi bill Th^ process of diagnosis 
ffi treatment after examination is completi^^u-^tly. require six months. 
The bill 1 ight be more appropriatelv amenl^ require Wrage until diagnosis 
£d treatment are completed should a child 4K^ome melijlible aRer scix^ning or 

. Sifnation is performid.' Alternatively, the f^t^.R^^" i^d^li^^vle^c!!?^ 
lish an administrative arrangement between the Title XIX and T tie V agencies to 
aLu L conUnua„«e of care for children' declared financially ineligible, Modifications 
K d ^ made for coverage for children of migrants and incarcerated children. 



FROVUIKK PAKTlCIPATiON 



We appla^the stated purpom- of the prooosed legislation, "amelv to introduce 
children^ Mo a contmuing connrrehensive health care system withm their commun. 
tv Giving a child a "mt^^cal home" provides the iamily with a feeling of security 
Lnd sup^rt when m^iical n,.«i arist^s, Fami!a>s with a medical home or-p^^rsonal 
uhvsiciarare k^s likely' to delav seeking care. S^nce illness can bt> treated earlier 
it b^^onu^catiustrophic, Subsequently, families gam confidence ,n the source 
of tHeir tSand are more inclined to si>ek preventive care. Thus an ongoing spuK:e 
'of heaUh ca'e for eacrt child avoids unnecessary duplication, fragmentation, episodic 
l id miomplete carc^ as vuell as lx>ing less costly and more humanitarian, and 
inmul su ,E y in'?r<^^ the health status of children. Unfortunately, language m 
his bill efTectively iniplenlont its stated pur5>ose To give as many children 

us mxlsibk- a rtiwhca! home rt>quires the uti!i«ition of aU tyi^fl of comprehensive, 
ontnm K care providers. The private sector has under EPSbT been systematic^ Ij; 
•xr Xi from p.^rt.cipatian in ^ States, ^md certain siK-fons of this will er«t 
fi- her barrier f« th^ la rg.> segment uf continuing care proy.dtjn,. htH:tion lOU ot 
SI Administration bill requires written agrwnnent^ wUh jirov.dei^ m^^^^^ 
insure that foilow-up st>rvice is received on a timely basis and assure that ttn d 
S h asi-s.sn ents Irv perform*>d on a timely basis. Those physioians in pr.vat^^ 
rm- ice-^miy no have the prop<>ri^ train,.! ;.-rsonnei to pc-rform the tasks or h 
under the ■'Written agnH>ments " Thi^. res|>onsih,lit,es have btH.m 'eft 
m£nc,>s to the fami!u>s and m certain ^-cumstances to the county and^ 
dcDartinents with niipropnate exp«-rtise and fXiX-nence Th s s not to say tnal case 
inSSi" t is no imiKirtant. but that accountability should he with governmental 
TJencies^^^ ha& the ability and desire to assume this function. 

K aans a'^un ^es^ to provide care but cannot under orchnary circum- 

n™4um^ he reinxmsib.lUv to see that the family utili.fs avaitable sj^rvices. 
Wh"u su;rn^n irements'with written agre<>nients may b«- npfmipnate for private 
nrov di^s wh<, coiitract for care on a capitation basis, details pt how resources will 
be made available to finance a^ui support such services.an; not adriresseil. • 
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Our greatest concern with the (tefinition^f health care provider as outlined in 
^ Section 1913<eKl) of S; 1204, As defined, th^ providers We tb dehver continuing, 
comprehensive ongoing for children. The identificatic^ of who can provide such 
care cannot be tnade categorically, simply by listing types of providers. Rather a 
hstmg of specific requirement* for any individual or grdiys' who may wish to qualify 
must be developed. At the request of th^.Administrator of the Health Care Financ- 
ing Administration, the Academy has fft-epared a' definition of a comprehensive 
continuing care provider Csee Appendix I). There will be private practitioners, day 
care centers or others Ifeted who do not qualify. Conversely, there may be group« 
not listed who can well' provide such care. The important criteria are not the seating 
or the title of the group, but the services it can offer to meet the needs of children. 
We would suggest^ the fallowing amfendment to this section: ' , 

The term *'coai{^*eiiensive continuing health care provider" applies to an 
, individual or group who provides: il) initial and periodic health examinations, 
(2). treats conditions amenable to treatment, if possible, or refers for appropriate 
cdr^'tB)- accepts continuing responsibility for providing care to maintain physi- 
cal, p^nXal and social health, (4) coordinates all medical service the child 
recei*^ and interprets the processes aruWindings to the child and/or, family, (f)) 
maintains and has available whenever needed, health rea>nifi of the child,, ^f)) 
provid&s anticipatory guidance and health education for the child and/or 
family. (7) provides dlay and night, weekday and weekend aVailability for advice 
and acccjiS to care of acute and emergent problems/ 
The bill at present— stipulating written arrangeriw^nts fpr insurance of follow- 
through ar|^ assurance of appearance for periodic exaViinatioh and listing of quali- 
fied comprehensive contin^uing health care provfders By category^nly—will foster 
institutionalized arrangements for the provision of care to poor Qhildren fay mediat- 
ing against involvement by non-gbvern^j'entai providers. This will promote govern- 
ment-run clinics as the sole mechanib^m tp f^rovide health care to the j3oor; it runs 
counter to tW concept of a pluralistic>y^bt\'of health care invqUtag a muUipHcity 
of provider resources and freedom oWjHjPlti^ Tor the consumer to ch&sse a provider-»f 
care. The* reality is that all . provider^* Jn^ust be involved to accomplish this task. 

While it is our desire, as it is y^^Hf to help all children find a source of 
comprehensive continuing health care, we r<^^lize that it is unrealistic to believe 
this can be accomplished at this time. There are many pockets in this country, both 
rural and urban,jvhere the supply coqiprehensive continuing health care provid- 
ers is noi equal tfi^the demand. Howfver, thi.SE should not offer Stat^ an excuse to 
funnel many children as passible* into screening clinics, nor to set inadequate 
standards for such clinics. The Administration must not rely on numbers of screens 
' as an indication of succt^ss when such screens often pay only Hp service to the 
objectives of this program while not effectively even really scn^ening the children. 
Thus thei-e hovd to be criteria for ass^^sment providers just as we haVe recommend- 
ed for criteria for comprehensive continuing health care providers. These crit<»ria 
should include competency of staff, standards of necessary equipment, a reasonably 
*fail-safe plan to refer children to an appropriate comprehensive health care provider' 
for a ntH?dtd diagnosis and treatment in situations beyond the capacity of the 
screening provider, and a s^^nsitivity to the emotional nee<js of the families of the 
children screened. ' % • • 

* fc^ Clw\rMS i'X>RMS 

^ At f)ri.%i>nt the reporting and billinK forms vary in content and complexity from 
State* tp'State. The lack of ^Hiuivalence betwtH?n States with regard to redtrd^ anA» 
pajH^rwork impedes the continuity of care We support the Admin istration\ efforts 
to deVc>!^ a uniform re|>orting system and a uniform claims form. These 'could 
prove advantageous in Himpiifying the system and thus improving provider involve- 
ment. ■ 

i * MINIMUM RKIMBURSKMKSJT 

The i\?adequal^ fee structure in many SUites has hin^n the deterrent in participa- 
tion by, irnany provider gro&^ps. We approve in principle the Administration s plan to 
developja bisic, minimal, national fee structure lo make reifiibui^^ment rates more 
consisteint with current practices, hut believe it must be flexible and bused on 
regional and State differences. We would like to* S4x^ i\H?s nt^gotiattni s^^parately in 
each St^^ but with a floor £»stiibiishtHi 'by the SiKTetary at a level that would pfn'mit 
fKirt!cipjation of comprehensive continuing health care providers. * 
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The development of financial incentwes to ^^in^late .involvement of mo^^^ 
children in screening and ixi cXprehdnsive contiiming health care an exceUent 
idea For too long tihe mentality of- the program has b«en punitive Rather thm^ 
attempting to- help States develop viable, eflective programs, the pnnlarv involve- 
ment w A see i? penalties were -in onler, M a consequence. , the atbtucfs of most 
SUU^ has been dir^ted. toward avoiding penalties rather ^^^"^^^^^"^Jf^ 
h^lth needs of children. It has become a numbens^game nAher than- a health 
improvement game. ' " ') % 

, STATE ACCOONTABIUTV 

State accountabilitj^for an effectively functipninK program is f ^^0"^ ^I'f'^^^- , 
ins of thirbiil Requfring state plans to inform ani attract all eligible families m a 
timely manner.tofaciliUite obtaining ^mprehertSive or screening examm^ions and 
to^ that nel-essary follow-up is achieved is an ■ important oBjective. While the ^ 
AdSistmtion^s proposal to provide incentives to involve children m a continuing 
systS are excdlent. sUit* should be required to report on me hods anH 
SdmiquSus^to achieve this objective, They should be required to disclosemeth- 
ods S for facilitating involvement of ail ptential Jocal health care n^ur^ for 
the program and to show cause if there is -no .private provider partiapation. A 
dScr^i^JHf state provider outpach, adequacy of fee structure, and rnechan^m of 
orwider input into the program should be indudtnl. Since a major objective of the 
EXam is to have all chUdren enter a continuing health care system, it is the 
re^£n^biUt7of the state to justify the use of assessment providers, buch an 
lipp^ch should be used only wLn compr^-hensive continuum health care providers 

^"^Thetntenf of Congress to see ftiat all children should eventually have a perma- 
nent mS to needs to be clearly spelled out soW states, will not stop a 
Sin^chUdren through screens but will 6c compelled tb find med.cal homes for all 
?h ldr?n in this program. We must recognize that a^ments represent a tempo- 
^OTV and infer or health care, and that eacii sUUe which fyids it^eci^iy at th,^ 
tU^e to have some' eligible children served only by. assessment providers, should 
submit as part ofThe state plan steps and timet^jbles to mov« aggressively to have 
aU childrerin continuing c^prehensive care sStings..V it is not made clear that 
Ssiment is a temporary exp^ient, we wUl find some using as^^ment providers 
aSt Susiyir^t«s sholiid be required to set outcome standards and goals in 
firstltepK and should further b^'required to report the.r Prme^^nM^i^m 
to their goils What we seek from the state in,such a requirment is a data base. 
urovidinlSt oi^y grass Hpmbers of children examined and treaty, but an account- 
fnTof whu" happ^n^ to those children in the program's system. Byjhe same token, 
IToal" 3nd prSW,re{>orts covering practitioner participation should be required 

'''^Sincf the essence of the program is adequate fcfllow-up to achieve remediation of 
ooSia def^s or di**e.ises di.scovered in the examination state or provider eftorts 
t^l*^ tha tuccessfufffollow-up is achieved emerge ^ ^^e cnt.cal tacets of the 
nrc^nim That .success cannot be assessed ,n numbers alone but requires a det4.il^ 
rSr inp system, so that the true effort. expended to help these children ^ca^i be 
dcKined We do not believe that this bill is presently written to achieve the 
nbWtive of mflkins the stiites truly accountable artd effectively evaluating the.r 
efS to rmirove th,-health of eligible children or fdcilitatinR their f Jtranci-into a 
r mtinuinrairt^ system States should b*- required to disclose • methods .used tor 
^nfornun/famUie^ w^^^ ^lans nre being developed to expand the percentage being 
n rrm^^ and what their annual goals are. States should be required to report On 
S numlx. of children examin..! by comprehensive conl.numg care provider^ ai. a^ 
ndicator of entry into a system of continuing carti as- well as^ to show plans for 
nereSnu the Limbers asi-sstKl and the numbers entermg contmu.ng care and to 
show wbit e^^^^^^^ are making to implement these plans, The n""}^^^ 
Srcentoges of different ty^H^s of comprehensive care providers involved in each 
S Sd be reported, ^totes should ateo be required to show what plans the> 
h^v^ devo om5 anfwhat efforts they are making to marea^ the myo!vement.oi a 
V Hetv of differt.>nt comprehensive, continuing cure prwvide^rs. Aanual goals for 
mcSJprov d^r participation should be nHiUinnf Stales should report not only 
/nroSsron^o^ care for diagnosis arid therapy, but what techniques are 

u^lCXV h £^ adequate it is, what plans are being, made to exoand 

n^ iabilitrof suchS^a^ and wh^Vt^'^-ts are Ix'ing made to implement thosi- plans. 
fTn 1 f^^ovUonsJhod bt-mad^to rt>quire that the StH:reU,ry report to C«ngr(«s 
in u Uiv 0 rti^ p;rformancc of ?he ,program. We believe ^his to Ix- of utmost 
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importimce, particularly in view of the sorry state this prc^am after so many 
years, Kecent renewed interiest in the^ program by the Health Care Financing 
Admimstration is to be commended, but is no substitute for ongoing congressional 
surveUIwce and requirements' foe accountabUity for successful implementation on 
tne part of the Seoretary. Such a report should contain data on cost effectiveness 
analysis ot %he prc^ram s component^;, assessment of 4he program goal attainment 
and clarification of the problems, inherent to the program. The requirement should 
allow changes to improve the prognmi. eliminate problems, and pave the way for 
future child health legisl^ion, . 

r 

KVi^LUATION AND RliiJliAKCH 

*k^ /Ju^A^n ^PP^Pr^^^' attention to the collection of meaningfurdata on 

the C.HAF program. The numbctf- of children screened arid the number of examina- 
tions performed tells us nothing of the value of the piwram. Similarly, the number 
ot detects found, reierrais made or troatment45 Completed are ; meaningless The 
defects might be us' msignificant as a birth mark or as catastrophic as a congenital 
heaft defc^ct. The disease might be as unimportant as dialer rash or as significant 
iis leukemia, hunds must be proi'ided to accumulate meaningful data on the impact 
of ( HAP on the health of children. Without those funds, will not know if tUe 
entire program la cost^ffective or if certain aspects are particularly beneficial or 
particuLi^rly valueless. We would not be able to identify the most appropriate 
expx»nditur(» of funds, where more should be ailotted and where less. 

After all the {ime EreOT has been in place, are at a loss to determine What if 
an// vahie it has. Thi^ should not. be the fate of CHAP. When another T'Ongress 
decides further revisions uxv in order in fivo- or ten^years, it should not be faced 
with the siime probletns of attemptTttg fo evaluate an ongoing program and autho- 
^zing significant changes without adequate information. 

We should urge the allocation of.some percimtage of the funds for formal, ongoing 
evaluation of CHAP. Datii gathering, sys-tem development and analysis should be 
fi*derally funded programs in a manner similar to on^oirig res<?arch in this ^phpor- 
tant program. The research requires sound scientific conce^tualii^tion and^method- 
ology which can In** clearly set forth in formal field fesearch applications through 
the data evaluati^)n and rc^soarch arm of CHAP. , - 

' C'OMrRKHKNSlVE L ARK PROVI^JHK PKRSONAL PHYSICIAN 

A Comprehensive Care Provider/ Personal Physician can be defined tjy the follow- 
ing, eleven points: 

1. Provides initial and periodic health assessment' services which M;clude: (h) a 
complete history which er^com passes prenatal, birth and ix?rinulal history, growth 
and developmental history, dietary history, family and genetic history, history of 
past illnesst^s, injurief^ and bospitalixations, review' of idcntifitni allergies and symp- 
toms of or^^nn svstefn, imrhuni/iition history, family history of dii4eastv medically 
'relevant ^KUil history: namejs of other current providers . of care, summary or 
rm)rds of current chronic dis^»asi» i-onditions. identity of nuxijcations or treatments 
curnMitiy^u^xi, hintory of any present illness; (bJ a m*edical evaluation (including an 
unclothfcKi physical examination) which asi^essc^; general physical status, growth and 
development, ipi'luding learning, vision and. Hearing status, status of -mental and 
siK-ial health; K') s<-.riH^ning and diagnostic testes appropriate for age and population 
groups; id) irofnuni/uitluns apjf-opriate for age and health history. 

2 Treats 4?()ndit ii^ns that are amenable to therapy and to the'extent that they are 
'Within his.-capability. otberwis<N reftTs to another provider who is able to provide 
appropriate treatment s^^rviceK. . * 

:i Accepts Continuing or longitudinal, respon.sibiiity for^the whole child in health 
and jn di-sease, and provides colistantiy available acc4*s5J to, care and contitiuing 
guidance regarding acute and chronic problems of physical, mental and social 
healtl^^scM»,IIi. 

^ 4. C<K)rdinateH,nu*dical services which are provldeni by Ot-hers, interprets medical 
care proces^s and findings to the child and his or her " parents, afwist^ p^irent^ in 
cOVununicaling alx)ut the child's healtkntf|ntus and nei'xis to other physicians^ 
s<'hools arid community agencies, and guides the parents in continuing suptTvision 
of the cVild's health • 

f). Maintains records of tlie findings, corrective rnc^usures, and othi»r health serv- 
ices re<"eivt*<1 hy the child, 

li. Provides anticipatory guidance and health education si^rvict^ appropriate to the* 
child^s developmental status, acute and chronic health problems, and family W-ial 
ctMidition. • * 

($ 
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liEducatfi* the fartiily as to the benefits ijf preventive care and informs them and 
asaiHts them in scheduiin^ preventive services of appropriate t^ and time 

8. Cooperates with the Medicaid program, or other designated agency, with appro- 
priate previously obtained parental perm<8sion, if particular children have missed 
several appointments and are not able to be contacted. A * i 

9 Submits reasonable repgrts, previously agreed upon, and withoii^ violating the 
confidentialityofbhysician-patientcontract. as required by the state. , ^ . 

10 Continuing m^ical caVe of children is provided by physicians whoeejtfterest, 
training and ex^rience appropriately prepare them to provide a bFoad ^l^ctrum of 
health services to infants, children and youth, and by nurses physician extendere 
S alli^ health personnel appropriately prepared and working under supervision , 

'**^frProvE'^^hoiM'. i day per week, availability for advice and acce^ to care of ■ , 

nitioii are not available in a given service, area, the Medicaid pn^m should 
^fdSy dfsinSntives which prevent provide^s-from locating in that area, propose 
S deUo7^entive*>whicK,wiIl correct such deficiencies, and utjli:^ provide™ 
havii^ les^r qualifications- only on a temporary basis untiL comprehensive provid- 
L»rs/t>^rsonal physicians are available. ^, . 

( - AU Medicaid agencies should directlj', or by contract wi^ other agen- 

cies or providers, provide outreach services to all lamihes of Medicaid-^ligible chil- 
dren. These outreach services should indude: J t -f^ U^dfl, 

Information regarding recommended preventive, acute and child health «^ 
♦Services. 

AssisUince in obtaining medical history and r«;ords. . • » „ » 

.lASisUince in arranging appointments and follow-up on missed appointmenU. 
Transportation assistance wheh needed. 

Arrangements for care of other children \yhen needed. , -.u 

The M^S agency, as a part of its outreach effort, should also «;«^rate h 
comotehensive care provider/ personal physicians in assuring that there is avail- 
S in eTch community of ^rvices for family counseling, nutritional guidance, 
and child developmental education. , 

OUTUNf. OF MAJOR IKMNTS 

I j^^.d far^bett«r- cooperation and coordination between Title V (Maternal tod 
(1 ild Health > and Title XIX (Medicaid) of the Social Security .Act. txjniments will 
point to the benefits of such an arrangement as wU us 5)oint to the need for 
centralization within HEW q£ all child health programs. 
' I t^r^ to partidpatic$?bf private physicians The "written agreement provi- 
sion will be hiKhlighted as well as thn definition of a health care provider. I^ecom- 
mptifiat ions will be made to modify these sections. * ' ...... 

in suite AciuuiU^^^ Dm-ussion will focus on st^te responS.bii.ties tor he 
implemenUition of CHAP. Rec-onmiendations will made for annual reports by the . 

'1v"Kva!u'^t!i^" a'^dlSrch. Comments will addre^^ho n...i for the collection of ' 
meaninl^ul da,Ui and will urge the alloQilion of federal funds for formal, ongoing 
evaluations. ' .' 

Senator Talmadge. The next witness is Dr.^ William .E., Allen,_ 
chairman, Council on t^'gislation, American Dental Association^ 

Dr. Allen, you may insert your full statement in the record and 
summarize it. • 

STATEMENT OF WILLIAM E, ALLKN. D.D.S.. CHAIKMAN. COIIN- 
^ { IL ON LEGISLATION. AMERICAN DENTAL ASSOCIATION, AC- 
COMPANIED BY HAL CHRISTI-:^JSEN. DIRECTOR, WASHINGTON 
OFFICE. ADA 

Dr. Allen. I have with me Mr. Hal Christensen, director of our 

Washincrton office. , x ^ r j-l- 

The American Dental Association urges the enactment o\ thib 
CHAP legislation which we feel is necessary because the medicaid 
a"n4 early and periodic screening, diagnosis, and treatment pro- . 
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grams which are in existence today and not met the dentai health 
care needs of children from low-income families. - . . 

Dental care for children of indigent -families and families that 
are minimally self-sustaining .is frequeritly neglected. This occurs 
•for several reasons, but certainly severely limited finances is a 
^significant factor. . ' ' 

We have three major recommendations we would like to^make 
today, Mr. Chairman: ^ , * 

One is the mandating of dental care under CHAP, to insure the 
compliance of the Stated We believe, this can only be acconlpiished 
by placing dental care at the' same level* of matching Federal funds 
that are available for other Mandated health services. 

As a doroUai^y, there needs to be appropriate penalties to the 
States^forjailur^ to coiif^Iy, The administration bill fails to provide 
these s3TTCtloris for mandated dental services.^ 

The Finance Committee last year recognized iiie need for this 
compliance and we would urge the committee to enact similar 
provisions so that these penalties against the noncomplying States 
are applied tp the administrative budgets rather than against the. 
funds available for needed dentai care for children. 

Our next recommendation is that there be dirept referral of 
children to the dentist. All authorities agfiee the need is obvious 
and predictable and the screening appointment is unnecessary and 
placed additional administrative burdens on both the patient and 
the provider. ' 

We believe^ the direct referral to a dentist, as provided in the 
language of S. 2104, is the most effective manner fof- assuring the 
availability of necessary dental care for children, and it is impor- 
tant that the legislation mandate this direct referral. Without- this 
emphasis of the specific referral, we are concerned that potentfally 
iarge numbers of eligible children will not get to the dental office. 
Although the administration^s bill does include a dental referral 
provision, we believe the Qyurent structure of the bill contains no 
satisfactory enforcement authority or s^mctions for those States 
which do not fulfill these dental requirements and, therefore, we 
would urge that these provisions be mandated into this legislation. 



the reimbursement and method of f)aynient be sufficient to attract 
practitioners to participate in the prograrrt 

It has been our observation that when the available funds pro- 
vide for reasonable fees in relation to the Usual and cusfbmary fen^ 
in' the area, we have good participation by pVoiViders, 

I would like to cite to you the experience in Ci^Iifornia with the 
dental prografti adrpinistered under medicaid through. service cor- 
porations. In 1974 we had 8,300 participants, and in 1977 we had 
1'2,500. We Ix^lieve this is evidence that the dentists in this country 
are willing to take the medicaid children into their practices whemi, 
they are set up ^o treat t4iem and provide the same level of dental 
care as they would for all their other patients. 
Those are our three rwomniendations. 

We certainly would be glad to try and answer any questions. 
Senator Talmaikjk. Thank you. Any question^?, Senator Duren- 
bergpr? ' • 

* Senator Durknbkh(;eh. No. 
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that we believe ^it is essential that 




•104. 



Senatoi* Ribic(»'F. Would you briefly state the role prdpei* dental 
care has in the overall health of the child? . ^ * 

•Dr. Ail4B»*?-rwill be glad to tty.^r.'IftbicQff. .. , ! , 

" >Ileve there are two'Vactors at least that are influential m the 
m=lr^^\ care of the child: Ooe is the ability to eat the proper foods 
nutrition and to have a^i^asarit sm'ile and a^l of the things 
^ifece^ry: .but I think the psychological effect on a Ohild who has_ 
had a greattdeal of deAtal uj^i^es^is certainly one wg^caef t overlook- 
By and larie.yoU can see quite a transforraatioh in a^tiiid whohas . 
"had rampant dental caries when you can restore him* to" noFxyial. 
'heaith and appearances. We have had schdkjl systems and teaohers 
tell us the' bene^ of this for' thes^ children because/it seems to 
chaage their per^alities, a great piany of them overnighir 
•» vi.^ink' the health and the i^ychological impact are the mwn- 
, factors in pfoviding these kinds jaf Services, particularly to the 
underserved children.,^ . ' ; , . , i ' 

Senatof Ribicwf. ^at are the statistics as to the dental ^co^jej^ 
age, dental care and failure to have dental.care of children? 

Dr Allen, As you know, the EPSDT program has not provideda 
large amount of rotative service. A lot of the funds that went ■ 
into that program were for administrative use, and on the screen-^ 
- iog which did not really get - into the restorative care, so that I 
* don't know th^it there^re nationwide statistics available at this 
p^iot. Hal, do youkn6w\ • 

Mr. Christensen We know a large number, perhaps more thm 
half of tfte children from these income grouffc we are talking ^W5Bt 
have never seen a dentist. The^President of* the United States 
referred tp that in his comtnents o4,the InternatidnsU Year of ^p , 
Child. Part of the responsibility for that is that we have not had a 
■program under Medicaid to reacK then©' children, or. even try to do 
a good job. The statistics on the . extent of dentiri disease amo-ng 
those children, and the number who have not seen a -dentist, the 
number who need dental care, we can give you a precise figure, but/ 
I can teir^bu it is a bad • record, for us and, we think, for the 

uTovernment. ' -"^n*. , r-u u-t 

■ Senator Ribicofp. It is my experience that poor children, chiK 
dren on welfare, and minorities, are probably tbe most rieglocted 
segment of the whole hea^h profession. They are neglected. Dental 
problems really affect the^entire body, not just IdsinglT tooth, but it 
drains down yout- whole' system. . • • 

M.r CHRis*:NpKN,-3%«rf& kre a number of studies precisely on 
"minorities and other groups in the low-income ^reas that' substanti- 
ate ex^'tly what you are saying. We would be glad to build a 

record on that. ' * , , .v. " jo 

Senator Ribicdff. Would you please supply that for the record.-' 
Stmator Talmaix^k- -Thank you. Doctor. 
[The priipared statement of Dr. Allen.follows:] ^ \ 

Suf*ViFM*:^TAi. iNFOKMATiuN, Ameru an Dkntai. As.s<i?i atiqn. Ti'^rmosy ON • 

statistics havr \n'vn (k-v.-i.ijKKi frarn' a varii-ty of scnirces to demonytatP^ tho i-x . . 
traordinarv tuvH of childnnrtton, low incomir iannlii-s for di>nti, care -bUitiStRsT 
de .1 Hxi from c-xivncnce under the Maternal and Child Health Program indicate 

hat oniv .10 iK-rcent of childreti ' under the age of H who are from low incomi,. 

; milieu 'have ever l>^en to a denti.st and that 07 jn-rcent of such children require 
some dental care Wfore the a«e of A report ot the American Academy ofj 




Pediatric^tat4?8 that "dental disease is nearly universal iq chilSi^n^nd 50 percent 
of presqhcwi children have one or more decayed teeth. Poverty inti?nsifies neglect so 
tbat children ^from low income famili^ ha^ five times as many untreated deSjyed 
teeth as the average "child." , i • * 

A study of the health status of black teen^ers in Harlem in 1972 showed that 
' dental disease was overwhelmingly the jnoet d)mmoQ health prohlAi. These and 
numerous other similar statistics are compelling evidence for the nicessity of sig- 
nificantly improvihg the efTort^ of the federal government to provideUental care to 
thi» population group. ' . - ^ 

Statement or thk AMkuucAN Dkntal Assoclation 

Mr. Cliairma^ and members of the^subcommittee, I am Dr. William 
Pasadena, California where I am engaged in the practice of dentistry^ a 
tist, I serve as Chairman ^of the CounciUon Legislation *of the Aqifencan 
Association and am pleased to have this opportunity to present the views of 
Association 90 the necessity to improve our nation's commitiftent to providing , 
health care to children of low income families, ' • ^ 

As I believe this Committee is well aware, the American De/itaT Association has 
tradijionally placed it« highest priority on the dental care'of children. Development' 
during childhood of ^ective regimens of diet, professional (ffeaiment, and home 
c^re is the foundation of a lifetime of sooind oral health- * r ■ 

Dental care for thb children of indigent families and families that are nrinimaUy 
self sustaming is frequently neglected. This occurs for several reasons, but certiuniy 
severely lirnittnl fmances'is a sigriifKjarit factor. Because of this situation, the Associ- 
ation hi\& long advocated the inclusion of dental services in health care programs 
aim€^d at these children and also has prom otedSiuLinti^uct ion of separate legisla- 
tion to the same effect. ' ^^-^^^ • 

The rc*cord of hist year's hearings before this Subcommittee documents the Associ- 
ation's long-sta riding support of efrorts to improve medicaid cover^e of dental care 
for needy childmn. This includes the Asifociation's original and continuing support 
for the intent and purpos*^ of the existing 'Early and Peri(xiic Screening, Diagnoiiis 
and Treatment (ErejJt) Program as a mechanism for addrc^ing the dental and 
overall health cafe needs of low incohie children covered by medicaid. Unfortunate- - 
l^v, as made clear by the need, for thes<? hearings, that program has not l>een 
efft^Ctivv in nuH.»ting the needs of poor chiTflren particularly with respect to Sental 
S4*rvices. * 

hichjded in the regulation?? promulgated under EPSDT is a requirement tliat each 
stiite . provide "at legist such deptal cnre as is necessary for" relief of pnin and 
inftH?tion and for restorations of teeth and maintenance of dental health" (CFR 
23y.lOKbK,*^KlY>^. While this would *appear <o i>t» a clear cut directive, and commit- 
ment to the statt^, for one reas^)n or another its implementation * has l>een far Jess 
than s^itisfactory* in assuring the availability of needed dentiil care' for eligible 
childreii Statistici^ compiled hy the Congrc^ional Budget Office indicate, for exam- 
ple, that only . ^f) p€^rcent of the children who art^ screened may iictually bejeferred 
for dental .rare b<H:ausc* s^^ne states are reluctant to "find" dental problem* they 
would bt> requirtxi to keat. Even this statistic is somewhat. misleading, in that only 
2 /lilliun of the apprcrKlniately 11 million childrwi who are eligible for E1*SDT ar'e 
k'n^nied. " * 

The other corn pelting statistics are that only 40 j>ercent of children under the age 
of IS who are from low mcomj families have ever b€>en to a dentist and tliat ii? 
percept of such children have iKH^n found t« require some dental care b<ifore the age 
of i). The net^d i»> clearly there. An iniprovtHi mechanism for adc^quately addressing 
that nti^d must bi' develop*^. We Ix'lieve this, can be done through the CHAr 
legislation which is b<»fore you. ' » 

There are si^veral areas which we ftn^l are of critical importance if CHAi* legisia^ 
tion is Uy vt\su\i in a s^itlsfaCtory prograft;^ oT health care for low income children. In 
fhe c'durst* vf our statement we will be commenting on the Administration.'s new 
Chitd^liealth AsSsurance Fropotud, S. 1204. However, we 'also would like to refer to 
the* Child Jlealth Assurance legislation^ which this C^ommittee approvi»d last yt'ar 
part of H.K, \hm. ' . ^ - 



-Wi^h regard tq the gent^ral prftvisioYis'of S. 1204 and hist year's Finanf^^H^R^t- 

ttH:* bi|].we sup|K)rt efforts to base eligibility for the program on income and not gn 
other factors such lis the presi^nce of t)ie father in^the home. We also bi^lieve that in 
order for the prognmi ti^ hi' i?ffe<:tive eligibility should at least bi? through age 17 as 
rufK>s<.*<i in S. 1204.- 

would also like to cor|inu»nl on the provisions of new section 191H(bK.'^) as 
profKXHKi in wS 1204. This s^NJtion would allow the IIF'W S^vretary to establish, 
mininnun rlMmbn^stnnent levels for continuing care providers and >vuuld give the 
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Secretary various other broad authorities relative to reimbursei^lit^ under the 
iJrofiraiii As i am surt you are aware on«Jf tlie major current deficttfecjes m the . 
overall medicaid progranfand in EPSDT islfie inadequate A'lmfaurserfent provi4ed. , 

Th« emphiisis in Oiis new lejfislatiop should be placed on finaliy assuring access 
to the mainstream of the heulth care system for low income ciuidren. Reimburee- 
meni levels must be improved bit the.establiiihnient of single levels or imposing 
•other* reimbursement reouiremenU which apply only %o one population group— low 
income- childreri-can only encourage a two level system of health care 

I would now like to add«*« several major aliens of this legislation which we tlynk 
are of iritcial itijpertailee if in fact the program is to effectively maHe the^hange* • i 
which Jre ri&essary to make dent^jl care available to eligible children. - 

The ASnilntstrationa proposii and the bill approved by the Finance Ckimmittee 
Itist year rec«inia& the necessity for providing dentafl care to children by mandating ^ 
this care as a medicaid benefit for low income children and by including dental care ^ <y 
under CHAP We are oleased that neithet of the proposals wpuld require a dental 
, scm-ning prior to-aliowing a child to receive needed dental qire. As we ha^Te jtat«^ 
the extent neei ik so predictable- among these poor children that an nutia 
screening step is simply unnecessary and therefore not cost effective^Direct referml ; , . 
to a dentist L provided in S. 1204 is the moet. effective n;^nner fdr assuring the 
•availability of necessary dental care for ^issessed children. ' ; _ ^ v ii 'Ccj . 

■ We would urge that if the structure of the FihanwJ Committee approved Ijill of^ , 
last vt-ar is again followed liy the Committee, direct relerral to a dentist be included 
' CHAP requirement, the committee bill last yeiir would have required th*. , , 

provision of routine dental care directly to eligible individuals or giving individuals ■ 
who have iKH-n assessed a list of dentists who are participating in 'the program. We 
firmlv bt'Iievo thrall eligible, children should be assured of sj^ntg.a dentist This 
-can ^ done through the direct provision of dental care b^^^^^ 



can be done througn me oireci pruviaiun ui ^^.^ ...^ ^^.^..^ ,^ 

.without significaijt burden on tfiat provider, through direct referral to a participat- 
ing dentist Without this emphasis of a speciHc referral we are coiMX'rtied that 
Mintia lV large numbeni of efigible children will not in fact get to the denta ojlice. 
^iTthe structSre proposedin tHe Administration's bill is fo"«v.edwest^ngly urge 
modification of the dental provisions so that the state and fedenrt-rowAitment is 
Se& f^for olher rcquiiied health services; As currently written the Administra- 
tion bUl appears to mandate referral to a dentist , but includes no satftfactory 
enforcement authority or sanctions for those state* which d%not fu lU the d^^nta! 
SuiremenL. It is important tRat dental care b.' included among a 1 th«* health 
^vi^sS which must be provided under the legislation and which are mcluaed-in the 
Srmiuicc standards formula wliich determines the extent of tedera^atching 
S"ta™e to the states. Withoyt a significant mc^if.cation ,n the Currenf?rqv.8ions 
th^ Administrations proposal could result in no^improvcment wijiktsoever.and per- 
haps Htep backward in the level of denta! care provided to low income children^ 
■ V^e believe that the developmentlof Hsts of participating dentisti* can help^ 
reduce the admin'stratrve burdens Ion providers who perform assessment*. WV 
^Sd suggetH thS the lists be of deJtists in the al-ea of the itssessing provider and 
not of dentists in the whole state as required under b- UIM. 

KKDKRAL MATCHING ASSISTANCE 

We favor ' the approach of last year's Finance Committee bill. ^" 
fedPra etjl of matching assistance for care provided under CHAP. We believe . is 
mpt>rtaht that there hi' a significant increfise in Itnieral incentives and that the 
nmwV defuiite.in anu,unt in order tu allow the states to appropnatety plan and 
carrv ™t this prop'arn^That bill mentis both obJtKtives. We ^^oa^d potnt out however 
t a iUs i^irative that the ievel-fef assistanca. provided to t^e .statesKor the . 
provision oriental care uiuler (^HAP be at the ifigher matching rate m qrder to 
orovide adequate incentives to the states to carry out this d^ital a.spect 
^ S 1204 (m the other hand, would appear to give the. statfe an indehnite commit 
mcnt 0 n^tch ng "uppoVt Uised*upon an after tjio ra<:t. evaluation of comphana. 
w" t^rf mance s It would s^H-m to us that in order for the program o 

' U Jfui the states should know with certainty iron, the outset he spc-ciHc leve 
S r, hSk funa-s that will l>e provided for. the services to be delivered. In othet 
w„ c " 1 is c.ur opinion ttiat lM)nu«.s or pt-nalties based »tx,n P^'rlormance standards 
Zuld reUiU to administrivi^ efficiencies or deficiencies ant^ should nut reduce the 
funds available for the cari^iw-dy iH-nencuirit's, ■ 

We have notrHl that the (\)mmittee bill would not provuie'the higher ( HAJ level 
of fide al matclvng i^sistance for denta! care. As indicated previously H mujor 
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concern of the dentiil fiof^ion is that ail medicaid childre^i be. eligible Corlientai 
care whether oi^ nm t/ie>/ have beon ass<*stied; However if thus p^t^ram is to be 
•effectiye there must bda^iclear indicatiorUo the states that the federal government 
IS ui iact cqmnutted to Jhe provision of dental care. This commitment is lacking 
unless the federal CHi\F niatching for dentafpare is yt the same level as it is for 
other covertHi .si^rvice^. We also woyld sugge^^t that the federal matching for all 
dental care provided to. c^ligible children E>e at the'higher CHAP percentage with the 
added reqi^rement that each deiUist inquii^ as to whether or not a child him been 
assessed. If the child kas/not Been assessed the dentist would so inform the state 




A /^tiportance of dental care and should provide a 'needed incenirve^'tT'the' statU'to 
Cjjri^' out appropriate denfol care progranls, 

' ^ ' ^ PROVlDfeK eAHVlC lP^i'ION V . 

P Successful implementation of the BPSDT prografn has been fiinder^xl by the series 
of burden^s plaJcni upon practic^ers who are willing and able to participate in the 
f>n)gram. One of thi^se.^of coursiN .i^ the generally inadiH{Uate level of heimhursement 
providini under the mlniicaid program in the various stiites. Another is the often 
inordinate dela3r in rtnreiving reimbursement. Add^xi to these, of course, are exces^ 
sive pap)€»r work' and other questioniible requiroments. While all of these problems 
cannot be eliminattKi. it 4.s in all of uur U>st interests and particularly the interests 
of the k»nericiartrs that such burden^ bo kept^to the absolute minimum ciinsistent 
J with reascjnabio ^iccountabilit^ We believe it rs appropriate to include provisions 
/ which s*M.>k Xo attract sufficient participating practitioners t« render the requireci 
L^»rvicc*s-f)artK'iiJnriy through roiiscmablt; reimbui-sement levels and prrimpt pavment 
ntjuirenu'rits . . ' < 

' At the same time wi^ suggest tiiaU there be very careful consideration or any 
rtH|uirements which can btH:ome burdenson^^ on participating providers and upon 
the state?!. Mc)st practitioru^rs who would provide ii^sessments under this program 
already make referrals as niKreSsary and would not \^iew this as a burdan. /Assist^ 
an<:e such as providing a list of loaU jientists who participate iii the program to such 
providers wuuld help them cniry out this activ'ftV. In order for the pnjgram to be 
successful some follov^ up activities also will bi> ntx^»ss4irv Ffowever, in devebping 
this'prokaam great care should Ik- taken so that recordkeeping and similar riHiuirt-- 
f mens relating to follow up activities do not k'comc^ so burdensome and so restrictive 
' iis to p^}tentially re<iuce the number of pYoviders who^fWiil U' able^'to participate. 
In summary s^hiie both bills are well intendtd, the indefinite nitture of many of 
the major provision?* of the Administration bill could result in a program whiclh is 
no toter and jx^rliaps a step, backward from the curent KPSDT program with 
. res^HVt to the provision of dental care for'FKk)r children. We U'Heve the Committtv's - 
M)ill from last year, with certain ntHreSs^rv chaHi^es. -wut^ld £'stablish 'a nUich more 
eifective basis for a succi^ssfui program tfT replace KF^DT. As a final commefit, I 
would emphasize again that the investment we can make in the diildren coverc»d by 
thij? legislatio.n will bring them greatly improved health for their lifetimes and will * 
save untold milliuns of di>ilars in health care casts in theJ'uture. 

Mr Chairmmi, on behalf of the ADA I wish to m^rsonajlv thank you and, the other 
mertj^K»r>^ of the Suk'ommittee for the very. diiUg'nt' efforts your' havv made on 
i?i»half of this legi.shiti'nri. " 

Senator TALNfAiKiE- The nexi witnes^s is Dan Bfumenthal of WT. 
Brooks. Clinic, Departmiinr of Pn^ventive IV^c'dicine and C'ommunity 
^Health, and Departnietit of Pediatrics, Kniory Univers5ity of School 
of Medicine. AtfantarOa, ' ■ " - 

Dr^Blumenthai I \\tive read your .statement in full and't notrce 
you are asftocTated with the Emory 'University School of Medicine. 
Grady Memorhil Hdspitiii, arid Fulton (xmnty Health Department, 
so you ought to know whereol' you speak on this particular prob- 
l?rn. , ^ 

I have' read your statement in full, I am going to have to leave 
momentarily for an important appointment S^niator Ribicoff will 
chair in my absence^ i. 

I welcome you here ^as a con^titutent*. You may in.sert your full 
statement in- the record and summan/,e it. Doctor. 
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^TATEMENt OF DAN ^LUMENTHAL, M.D., W. T. BROOKS 
CUNIC, DEPARTMENT OF PRl^EJWIVE MEDICINE AND COM- 
MUNITY HEALTH, DEP AILMENT OF PEpi4^RICS. EMORY 
lINlVERSlfV ^SCHOOL OF MfDICINE. ATllANTA, GA. 

Dr.- BLurisNTHAt. Thank you, Senator Talmadge. I do appreciate* 
^he opportimky to be here and testify bn CHAP, which" is a pro- 
'granv which iJiope and which I think will improves .tije preventive 
and early detec/ion service we provid to low-income children. 

I thitJL^hatJreventive services are really a^ 
rics; th^SifSservices which. can make an impact on health status 
and thar!& not an opportunity th^t we get very often. . . ^. 

You ©fl^pressecf a. concerjti earlier witb the- potential cost of this 
program. I would iike to say that I think this-is one area in which 
we can truly deliver cost effective service. H is an area in which. we» 
can take some kids viho Mve not become productive members of 
society and turn them into people who wi^l be productive ipembers* 
of society, rather than^'people who will be dependent upon society. 

I think it is obvious that we can immunize tholisands of kids 
against the poiib, or screek thousands of;kids for lead poisoning, for 
the cost of rehatilitating a: single child who falls victim to one 0^ 

these diseases. ■ y *' , „ ' .- . 

EPS&I^ has failed to delive»4he kinds, of preventive service we 
would Ifice to have delivered/and it h*s failed because of several 
- barriers which Mr. Schaeffer has alluded to previously, barriers 
which stand between kids and the services , we are trying to bring 




^.barriers include fsagmentatibn of service, both within the ^ 
care -delivery system and without the health care delivery 
That is. EPSPT is one of many services we try to provide, 
people, including food stamps, title XX service and so 

■ , * . ' " 
There i$ lack of continuity of providers in the EI^DT program. 
This has hkxi pointed out -by others. Children have no medical 
home- There is a lack of physicians who accept medicaid and this 
has constituted a barrier tu'providkig -service to kids. 
• ' ' ' There is a lack of luiowledge by eligible recipients of the services 
that are available, and a lack of knowledge of the importance of- 
'^^^^^i^ H GSG services. ^ 

^ I think Senate bill 1204 will %ercome many of these barriers. It 

. is, I think, a good bill and shoiild be passed. 

There -are a few ways in which it could be Strengthened, and I. 
would like to mention those: ' ' . . 

. Ib'irst with , respect to providing^ continuity and ehmmatmg as 
much as possible fragmentation, lAvouId like to see the bill enCour- 
" age the provision of services thtough public comprehensive care 

^ ' centers, neighborhood- health centki. BCIJS facilities, public hospi- 

tal satellite clinics, "and similar facilities, imd I would hketo en- 
courage these over individual practitioners. - . J*' . 
I thinly we have heard it said several times today that individual 
• practitioners- are reluctant to take on the . responsibility of coordi- 
nating services. They are certainly not able to providfc the kind of 
comprehensive services some of these public facilities can provide. I 
•• think thfit this kmd of reluctance will peri^etuate the fragmenta- 
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tion we have now if these individual practitioners become CHAP 
providers, A " 

In thQ3e ca^B in wh^* iri^ividual practitioners ar^p willk^ to 
t^ke^on that re»3ponsibility, are .clearly ^ble to jl^nionstrate they 
can do that, I would be in favor of those practitionei^ becoming 
part* of the program. * \ ' . ^ 

* ' Second, I would like to see the encouragement of public health 
departments which currently provide EPSDT screening services to 
■ become' primary care providers. I think this will help " alleviate 
shortages of providers in rural are^ ^and, again, will hel^ncrease 
% continuity and^ comprenensiven^ where we can encoura^Qiealth 
•departments to take ori this role. " ^ ' 

, Third, I am very^mucR in favor citprclLv4si6n'o£ outreach servicers. 
I think that shoulaH>e strengthened^ Air l reacPthe bill, the otit- 
reach services specified dg not i^tlude outreach with,ri;espect to_ 
followup. Outreach ^services are intended uncfer the bilUoniy to_^ 
* recruit kids into tne program. 1 would like to see outrbaclf workers 
also^ play a role in insuring that the children retjfeive followupycare-^ 

I would like to see outreach services provided as much as'.possi- * 
ble through community groups.'! thmk these nonproGt community 
organizations have shoWti the ability to provide effective outreach 
service, . ^ , . 

Senator Ribicoff. Hav^ yQ|j iiad Experience with these communi- ' 
ty groups in ypurfwork? * . ^ / ^ 

Dr.'BLUMKNTHAL. Yes, I have. ^ '/"^ 

Senator Ribicxjff. How do you lippraise their ability to dd the . 
Jjpftowup *work that a doctor-^^^ould require instead of placing this 
responsibility on the shoulders ct£ a doctoir i 

Dr. Blumenthal. I think community groups have that capabili- 
ty. I think that many community groups have demonstrated excel- » 
lent ability to do tTiat. I think 'it works best for the community 
group that is affili^tcKi with the provider of services; that is, where 
you have a health center^ with a community board, if it is also 
responsible for the outreach that becomes a community activity 
rather than a professional activity. - » '* ^ 

Siiniator Ribicx)FF, Would you rather have outreadh be the respon- 
sibility of voiuntary5agei|cies riither than a State welfare agency? 

Dr. BiAiMENTHAL; When ypu say ^'voluntary agency," 1 thmk of 
something like the Cancer Stxriety or the American Heart Associ- 
ation or something ;tike that. That is not what I had in mind. 

Senator RmicoFK. \)r^ ^ftaster Seal. There are representative 
groups appearing^here.^^a^n looking at the list here: The American 
Spi^ech, Langiiai^, Hearing Epilepsy, National Association of Re- 
ta/de/l Child ren, Eastef Seal, National Autistic Orebral Palsy, a 
number of these organ iziitii>n^'^ \ - ' 

Dr. Blumenthal. That is notf:the sort of commun||y organization 
I had in mind. Thase aVe v^y disease-specific organizations and 
using them in followup would %sutt in perhaps greater ^fi^agmenta- " ' 
tion. ^ \ 

I was"thinking more of the kincj of prganization that is K^present- 
' ^ni in my area^ At!arlt-^i has reached out and hay grassrcxjts area 
blocks on- many levels. I would like to sw these local, bjroad-based 
'comi?Uinity organizations be\involved in followup and in outreach. 



Tl^ese are organizations^ which involve the people to whom ttie; 
service is, supposed to be pnOvided. ' - u ^ ■ - 

Tha. Easter Seal Foundation is not ati organization of poor 
people, ani5 4:!I|AP is a program which is intended to- reach poor 
people. This is not .a knock oil ihe Easter Seal prc^api. 

Senator Bibicoff." Would you be willing to supply the committee 
with the. typo of organizations you have monind? 

Dr/BLUMfcNTHAL. Definitely. . 
- [The information to be furnished follows:] / * 

Types of CoMWUNm Organizations Tha:? UiCm Provide Outreach Services 

. OndkkOHAP 

1 Community Boar(h.-MoBi federal ly^poniiored faciliti^ are governed by com- 
munity boardii or csjmmunity corporations. Where properly constituted, th^ boards 
represl'nt the population- served by the facility. Hideraiiy-«ponsored comprehensive- 
care factilitie« are pften ideally suited tb becoaie CHAP continMing care provideij; 
and their spodiidring boards or corporations are ideally suit^ to provicfc outreach, - 
The board should hire oUtreach workers from the community whoae children are to 
be served by|(p>%P. In this way, outreach services will be closely linked to medical 

CAP Agenciea—yio^t cities -and maoy rural areas have Community Action 
Proirranis which are supported by a grass-roots community strucure, In^ Atanta, the 
aifencv is known as Ea)noniict>rfportuni^ Atlanta, and it is sumjorted by a struc- 
^re which reaches th^ neighborTiood level through Area Block Clubs, These ageiv^ 
ciM have a long history of working in low-income communitiai, and could in ^nany ^ 
cases do an excellent job of providing.outreach for CHAP. i^u u a 

S. Other orfmnizations 6 f iow-income people,— TenantM assocmtions, .neighborhood 
organizations, Welfare Rights Organi^tions, and other ^free-standing cotnmunity 
organisations are in close fouch with the population CHAP is intended to serve and 
could provide effective outreach^ . . » ^ ^^^.^ ^ tj 

A Adi^acy Groups.—ln Georgia, the C^eorgia Citizens Coalition on Hunger is a 
group which has provided effective fpod stamp outreach. Similar organizations could 
provide outreach for CHAP. • ' - 

Dr Blumenthal. I did have one more point I wanted .to make as 
a recommendation, and t^at is, the eligibilty ceilihg should be 
raised 

I think 55 percent o£ poverty is very low. I think particularly 
with re$pect to" pregpa!it women who are- often not eiigibie tor 
medicaid until after (felivery, that the eligibility ceiling- should be 
raised so these women can receive prenatal care under the auspices 

of this program. , , ^ ^ it • 

Senator Duken6erger. I take it, Doctor, what you are talking 
about, in terms of outreach, is geared more toa^me of these o^ganj- 
'zations that are working with the poor anff disadvantaged, for 
example, Model Cities programs in urban areas, than trying to deal 
with how to meet housing, help' with educational and transporta- 
tion needs? - ^ , T * r -f -iU 
t)r Blumenxhal. I think the finest example I am familiar with, 
s^ondhand. is^a' group called "Operation Life" Nevada-I think 
Las Vegas, perhaps Reno— th^t assumed control of the EPbDl 
program there that was previouslj being run by the medical soci- 

■ etv and the medical society was'reacMng only a sftiall percentage 
of the eligible children. When the community group weitare moth- 
ers took over as the sponsors of the program, aliAost all the chil- 
dren were reached. ' , ■ , X ■ 

I think this i& a function of communty trust aad involvement in 
the (fi-ganization that is providing the outreach, and an. undefstand- 

' ing by the organization of the people they are trying to reach. 



V Senator, Durenbergek. Now, I am getting confused as to your^, 
'definition of '*outreach/' Tj^ what degree Ccuild "the organizations' 
that Senatpr Ribicoff has been suggesting be more involved, actual- * ' 
*ly proyid.ed «jerviceg other tha'n identifying people in need and then 
• identiK^im^, ajg you ' and others put it, medical homes for tiiese 
people?, , ^ 

5)r. Blumenthal. I ^envision an organization using community 
woVkers wljeMive in the 'neighboi^ood^ involved/who reach th^ 
people in t^ose neighborhoods th^t have eligible children-^ who 
explain the program to them, Explain the irxiportance of the pro- 
gram'and help them get their kids, to %]\e place wher^the program 
is, being provided: Then if nroblems are discover^ in^^he course of 
the screenijig, problems |pat ,are going to re<iuire referral else- 
where, or will refquire the involvement of other agencies or pro-' 
grams^ii^ese community workers woujd- again act as the patient*s 
advo&t^ and make sure he or she got pluggecK^those progi^ams or . 
services, \ - 

. ..Senator Dukknberger, We are taking^t through the screening 
problem when ;tou move beyond eare? 

Dr. Blumenthal. Right; that is why I say outreach should not 
just be involved in recruiting kids, but also followup* making sure 
the kids got treated for problems t)iat were discovered. 

Seni^tiir Durenbergek. I was happy to. see your reference to 
HMO's, but do w^'have other ways in the private sector as well as • 
public sector, do we ^ave very adequa^te medical homes outside of 
private practitioners m most areas of the country^ 

Dr. Blumenthal. My ^concern h^e is tliat there^are facilities, 
such" as my own, that have developed a lot of experience in caring.-^ 
for the poor. We underst^md it is imfX)rtant to be able to certify 
kids for WIC when they are seen for their cjicx'kup. It may be 
important to provide transportation. It is imj^rtant to- have a 
social worker or other trained person on hand Who can very active- 
ly coordinate th^e other services, not all of which are mMical, th^it, 
the child ,i,s going to need. 

IVivate practitroners who deal with middle class kids don't have 
that exp)erience, don't have those kinds of peopje on, hand. I have 
hear'd it said here several times, they are not very %nxious to take 
on the responsibility of coordinating these activities. - 

So I am saying, if the private practitioners don't want this ve-^ ' 
sponsibility, I don't want to push it on them; I don't think they will 
do a very good job of* it if we compel them to take on this resfwnsi- 
F^ility; and I am afraid we will again have frapfmentation and p<K)r 
follovvaip. and we will liave kids not gutting si^'vices they require. 
So that is why I am saying we should encourage' those facilities 
thyt etuiv provide comprehensivt? service, wher^ those facilities ^ii re 
available, as providers of CHAP vsrrvici^s. To be sure, there , are 
rural uresis and other areas where there ar^, only individual priyate 
p rtict it ioncM's, and I think we should encourage those priv^e practi; 
tioners to attempt to provide the serv5ces that are needed, and we 
should also encourage' the Bureau, of iCommunity Health &?rvices 
to establish new projects in are'iis(wh4re such services are lacking. 

Senator Durknbkrc^r. What I m^td was— to make it more at- 
tractive for the fmanciai provider,'he.can meet the demands placed • 
on him by Kl^SDT or some other program— what 1 he^urdyou say is . • 
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th^t there^^e other services beyond just the kinds of health care 
service that would be provided by the physician that are important 
to the child health care particularly? . *' \, 

Dr. 3Liii4ENTHAL. Ab^lutely. I think health care is much more 
than medical care. I think low-incortie kids are particularly ip need 
of the whole spectrum of services that encompass health *care, and 
I think it is important that CHAP Joe able to get the*kids plugged 
%into the services they need. ; ' % 

' Senator DuRENBERGKR. Thank you. . / : 
Senator Ribbicoff." Thank you. • - i 
[Prepared statement of Dr. Blumenthal follows:] 

Statement qy Danikl S, Blumknthal, M,D., Atlanta, Ga. 

Mr. Chaimsan and membere of the committee; I am Daniel S. BIumentl\id, M.D., 
a practicing pediatrician. I am on the faculty of the Departments of, PreWntive 
Medicine and Community Health and Pediatrics at the Emoi^ University ScHool of 
Medityne, and am medical coordinator at a Grady, Memorial Hospital and Fulton 
CoOnty Health Department satellite clinic which provider primary care to a low- 
income population. However, I am not representing any of tnese institutions todiiy, 
and my opinions do not necessarily reflect those ofTSniory University, Grady Memo^ 
rial Hospital, or the" Fulton County Health Department. ' \ 

1 will not review - here the statistics ar>d* indices of health status which demon- 
strate that low-income children in the United States often do not re<^ive adequate 
health care. I will, ho}vever, point out that children are our most valuable resources, 
a resource which we as a jKxriety have an obligation to protect. 

We buve not protected this resource sufficiently, despite prc^anm such as Medic- 
aid and its EPSDT component - EPSOT was designed to provide preventive fctervices 
for low-income children and to deUxi problems in their Qarly and treatable stages. 
Yet, of some 12 million children eligible for these services under EPSDT, only about 
a dilarter have actually recei veil them. Of these children screened and found to need 
reterral for treatment, only about GO percent have, in fact. b€?en treated. 

The Congress is now considering a CHAP bill which would extend preventive and 
diagnc^iic services to many additional children. Yet, unless it corrects .the deft^cts 
which have led to the failure of the El^DT program, the enrollment of additional 
children will only mean additional undelivered services. , ^ 

EPSOT has b€?en unsuccessful bcK^ause of the barriers which stand between ehpti- 
Hjle children and access to the progiwm. Amon^^ these barriers are: 

I. FraKmenUUion of servicesi^to the poor. EI^DT is one of a vast array of 
disconnected programs upon which the poor depend for survival. Jhese programs 
include AFDC. food stamps, WIC, CAP agency services, Title XX s^^rvices, Medicaid, 
Mediciy^e, et^. The EPSI>T program itself is fragmenUxi: a single screenm^ \^r- 
formed by one provider mav result in S4?veral referrals to several specialized provid- 
ers of treatment services, the need to* negotiate thjs labyrinth clearly represents a 
b;irrier to obUiining any pven service. jKjrticularjy. a service, such as preventive 
health care, which does not^neet an immediate and pressing need. 

2 l^ck^of continiiity in health care. The KFSDT program as established in 
CiH)rgip and in many other stat^?s does not allow a child to secure a medical 
^'homo." Proventive services are provided by the health department; treatment 
services are providtKi'by any number of private and public sources of care. The lack 
of op|X)rtunity for the family to est^iblish a relationship with a single primary care 
provider diseouragi^s use of the system. 

[I Absence x?f participating:. :providers. Many physicians -itill rehisi* to accept 
^kKi^caid; this is particularly a problem in rural areas, where' then' are no altehca' 
tive sources of care. Screening is obviously useles^s if treatment for any problems 
discovertKi is unavailabla^ 

4. biCk of knowUnigt^ and understanding of the program. Many Igw-ineome par- 
ents are unaware ot the importance of preventive healtia care; others are simply 
unaware of the EPSDT program and its provisions. , ' ^ ■ 

The administration s CHAP bill g(H»s far toward alleviating mast of thest^ harners. 
It is overall a good hill, and 1 would urge lis passage. I have howc^ver, Siweral 
suKgt*stioiis which 1 fiH^l would' strengthen it; j , , r ■ 

t CHAi' attempti^ to alleviate the barriers of fragmefiUition and lack of eontuui- 
ity by providing for 'continuing care providers" who will contract with the state to 
provide both prevcmtive Lu\d treatment Hi»rvices. However, it must be rtvognr/ed 
that some providers are more continuous than others. In general, individual private 
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practitioners an? not able to provide or coordiQaJe the range of sta«€fiB that low- 
Income? patients require. While. they provide narrowly-defined medical services at n 
^ single location, the/ do not usually relate to the many other services that cle^rly^ 
' impact on the health of the poor. The public sector^ on the other hand, ofion 
provides social services, WIC certification, transportation, outreach, etc., as a uni- 
fied, or at least coordinated, service. K * 

CHAP shou Id > therefore encoori^e the use o^eignborhood health centers, BCHS 
facilities, public hospital satellite clinics and the like as continuing care providers 
where tht»se are availabl»» In the privale sector, the use of HMC^ jjhould be eVicour- 
» aged because of their relative compi-ehensiveness and cost-effectiven^. The use of 
*individual private prtictiticmers sh6uld, discouraged except for these practic- 
tioners who can demonstrate the ability to provide cornpreheiiBive services. The 
Secretary df HEW should set standards in this regard, much as the admfnistration 
bill requires .the Secretary tcrset standards for mental health services, fixceptions, 
of course, would have to be made for locales (pjirticularly rural) where no sources of 
conlprehensive Care exist. • * • - 

2. Similarfy, health departments which now p;;oyide screening binder EPSDT 
'.should be encouraged to develop complete? primalry Care services and become con- 
tinuing care providers under CHAP. Tni^ will at ieadt partially alleviate the lack of 
providers in many areas. .* * ' ^ 

!^ Outreach is very important in teaching low-income parents the importance of 
preventive health care and informing them about' the available programs. S. 1204^ 
sp*H:ines that outreach services must be available to bring Children into the pro-* 
grarfi; it "should also mandate outreach services in insuring adequate foUow-up. 

Moreover, it has been shown that outreach- is most elTective when done by a ic^cal 
community ^organiziit ion. CHAP should encourage the provision^^of outreach services 
through approved nonprofit community-based organizatSbns. 

4. C'HAr will mafte more children and p/egnant women, eligible than did EPSDT, 
but many of thos4»^ most in need of services may still be omitted. The proposed 
ceiling c^f 55 j>crcent of poverty is clearly too' Tow. This is 5>articularly true with 
respect to pregnant women, who may not qualify I'or Medicaid until after delivery 
and who are faciivg a relatively large m^ical expense. 

The administration bill should be particularly comm^ded for ita inclusion of 
mental 'health services in its program. Wth Jhe decline of inftHJtious distnise ^ls the 
most in%port4int piirt of pediatrics, t>ehavioral problems and emotional disturbances 
have lx*come more* significant. Coverage for these problems should l)c inciudcxi in 
any child health plan. 

/Again, I would encourage you to strengthen the (-hiid Health Assurance Plun and 
vo(v its pas8*ige. It is clearly a move in the right dir^H:tion. CHAP can be a success, 
but it must bo more than simply an enlarg€?d El^DT. 

Senator Ribicoff. Our fmai witnesses James T. Speight. 

STATEMENT OF JAMES T. SPEIGHT, EXECUTIVE DIRECTOR, 
EAST OF THI^r RIVER HEALTH ASSOCIATION. ON BEHALF OF 
THE NATIONAL ASSOC lATION OF COMMUNITY HEALTH C:EN^ 
TERS, INC, 

Mr. Speight. Mr. Chairman, committee members, I am James T. 
Speight. I am executive director qf the^East of the River Communi- 
ty Heahh Center, located in Washington, D.C. 

I have been Hsked to testify on l>ehalf of Mr. Louis Garcia, who is 
president of the National Association of Community Health 
Centers. ^ ^ 

We are very happy to h^ve this op{>ortunity to represent this 
organiz^itinn before you, and ^ve urge your support a«d quick action 
on the child health assurance program, referred to as CHAP. 

On b^alf of the National Association of Community Health 
Centers, I would like to spend a brjef moment describing the orga- 
ni'/^ifion. It represents over 600 community-based ambulatory 
. health-based programs providing health services to' medically un- 
derserved papulations. 

I believe most of you are aware that we are an organized health 
care setting for 5 million people vvho reside in/irban and rural 
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arVas. The quality of care and effectiveness of this program is well 
documented by currifht* data we have submitted to the committee 
previoi^ly, ana I would like to point out most centers ^ave demon- ^ 
strated capacity to meet at least the 90 percent immunization fot 
their patient care population. 

Mr. Chairman, we support the administration's version of CHAP, 
H.R. 4053, but would s\i^est»some modifications: 

Eligibility: The national CHAP income standard should be set at 
twc^thirds of the nonfarm official poverty line, as defined by 0MB, 
and revised annually in acCord^ce with section' 624 hf the Eco- 
nomic Opportunity Act: One of the biggest problems with medicaid 
from its inception was that it did not cover a]l needy people unless 
they were categorically qualified. Even at 66 percenXof^ the poverty 
level, a famjly income q|^4,'800,is very low, if not total poverty, in 
tcKiay's market and ma^ areas. ^ . 

Services: We strongly support the administration's provision 
which makes the expanded package of service^ available to ^all 
medicaid-eligible children, regardless of whether or pot they have 
received a health assessment. ♦ 

^ , But CHAP should include, at a minimum, coverage of all needed 
ambulatory care, including outpatient mental h^th services, for 
CHAP-eligible children without limitations on ^ the amount, dura- 
tion or scope of services. 

Dental services: Routine denial care should certainly be a re- 
quired service tp include at a minirfhim diagnostic, preventive, 
restoration, and emergency dental services. ^ 

CHAP providers should be required by written agreement either 
to provide routine dental care or provide direct referral and case 
management for dental services to assure treatment is received. 

Provider definition: It should be Clearly stated that CHAP pro- 
viders shall include, ''Community and Migrant Heaith^ Centers, 
Rural Health Clinics, HMO's, Indian Health Services Clinics, Ma- 
ternal and Infant Care projects and Children and Youth projects.'' 
No State should be; able to exclude these Federal prpgrams which 
citeariy were intended to provide access to this jxjpulation groi^p. 
Clearcut discrimination against these programs as experienced in 
the past, cannot be allowed. 

Ongoing care providers: A' special category should be created for 
.^'Ongoing care providers,'' who agree to take the responsibility for 
both the a^ssment, cQntinuing care and case management of 
CHAP children. \ 

These providers should be required to sign a written agreement 
for each child under hi^ care in which he agrees to provide preven- 
tive and general acute'medical care to the child as needed. The 
ongoing primary care provider would be responsible for notifying 
patients and making appointments for all assessment, followup 
visits, and referrals as \9 result of the^agre^^ent to serye as a 
source^ of ongoing care. The provider is responsible for notifying the - 
'medicaid agency if the child is no longer under care and the case, 
management functions for that child then revert to the Sta£e. 

Incentives for ongoing care providers: As an incentive to encour- 
age providers to agree to serve as an ongping source of preventive 
and primary care to CHAP children, the Secretary of HEW should 
bi& given the authority to mandate the types and levels of reim- 
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bursement that mu^t be offered to the ongoing care provider for 
continuing care and case management services. These ongdilig care 
reimbursenient levels could be uniform nationally or varied by 
State or regional jurisdictions. Reimbursement could be determined 
by a fee schedule for preventive and ongoing .services^an all-inclu- 
sive rate for. preventi^ve services, adjust^ by age; .a35^ all-inclusive 
rate fgr Ambulatory services; or some combination^^ 

The reimbursement arrangements and leveljs wouli^ be deter- 
niined^y the Secretary in fegiilations. ♦ ^ / 

States may use a prospective, capitation rate to reimburse on- 
going care providers, or may submit alternative payment arrange- 
ment to the Secretary for approval. ^ . ^ 

Providers would be required to submit itemized bills for each 
patient contact; howe^ser, ongoing care payments could be made bn 
periodic basis^ with a higher final payment at the end of a com- 
plete series of assessment visits within a year. 

Continuation of eligibility: The bill shoui4 require that children 
who have becomt* eligible under the program remain eligib|e for 6 
months following the point at which the individual or his^ family 
become ineligible because of iifcreased income from employment. 

Not only would this be better for continuity of care fef the 
pa^tient but also it woul^ reduce administrative burderis fori^hose 
families who continually go on and' off qualification because of 
temporary,^ seasonal or marginal employihent. 

Outreach: We recommend including in any CHAP bill the provi- 
sion in H.R. 2461 which reg^aires States to earjmark a portion of the 
program budget for outreach services. / 

If this program is to succeed, you must recognize the importance 
of outreach and provide adequate funding to do the job, both case 
finding and followup. The higher Federal match for outreach serv- 
ices is import^t; however, the availability of Federal funds does 
not lead States)to institute effective outreach programs. Since each 
child brou^^into the program represents aa expenditure for the 
State, it is not in the State's financial interest, Respite higher 
Federal reimbursement rates, to bring additional children into the 
program. 

> Further, CHAP should require States to develop outreach pro- 
griims erophasizing the use of organizations located in the target 
community. 

CHAP must alfeo build in ways ^^f shifting outreach activities 
away from' the heavy reliance on ^eifare agencies. It should pro- 
mote the use of community organizations and health centers which 
employ trained paraprofcssionals who are from the target commu- 
nity. ' \ 

Senator Ribicoff. Why do you state th^t Outreach should be 
shifted awey from a heavy reliance on welfare? ' 
■ Mr. SpKreHT. Primarily because of the way that the agencies 
tend to be viewed. They tend to be viewed— white, they may help 
some people— as regulators or enforcers, and what you are talking 
about is health care which is personal and tends to be treated 
p^?rsonally, when you talk about being able to influence a person to 
obtain service even if the service is 'not in your particular commu- 
. nity or health center, ^ ' ' ' 
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Senator Hibicoff. Would parents be reiuctant to send, their chil- * 
dren for this care if it were understood that thejr^ are upder the 
control of welfare agpncies? " . 

Mr. Speight. You are .not talking about public health' clinics 
when you mak€ that queStion,^re you/ Do you have reference to 
public health clinics? 

Senator Rihicoff. No.- You say that welfare agencies are enforc- 
ers and that many would be reluctant to use services from them. Is • 
that what you are sayi^ig? , - ' . 

Mr. Sp{!:ight. Right, The staff from welfare aepartrfiertts, whii? 
some may have personal contafcts and be able to persuade some 
individuals, generally they are viewed^ as enforcers -or people who 
ride herd on^ you to determine when your eligibility ends. 

It goes back, to t|ie man in the hoifse rules and all those things. 
So they oftentimes are not very persuasive outreach types to get 
people to qonie in and use a particular service^ such aS this patient 
is suspicious. . . • ' 

Si^nator Rihicoff. Will you give me examples of vwhat you consid- 
er to be ii\e types of community organization which ^would be able 
to do this task'^ Give me some examples- 
Mr. SFEiGHT, There are several types; First, J would like to start 
with the community health centers. They are organized in a fash- 
ion that lends themselves to this kind of activity. There are com- 
munity action agencies (primarily funded by the Community Serv: 
ices Administration), sometimes referred to as neighborhood devel- 
opment programs, that have been set up in various communities, 
and these people operate at grassroots levels. They are good at this 
kind of outreach. Voluntary service agencies, some are often 
funded through United Way. Those out of that category of volun- 
teer service agencies best suited for outreach tend to be the ones 
that artr community or neighborhood leased, and/or in the target 

area. . , ' • 

So these organiziitions are the kind that tend to make the great- 
est impact in outreach, _ 

Se'mitor Rihicoff. Do you confine youf recommendations to com- 
munitv organizations that are not publicly fundedf or would you 
include publicly funded community organizations as well? 

Mr. S^PKiGHT.' Yes: community organizations that are not publicly 
funded. There are community organizations that tend to be viewed ' 
as quasipublic, that is, thev are outreach programs that were set 
up through -for example -- the Community Services Administra- 
tion and sonie thrjDUgh HIJI) when they were doing .model cities 
activity. These c|UasipubUc organizations that have heavy tnvolve- 
ment-e« the part of the target area ccTmmunity tend to be able to 
do this kind of outreach effectively. ' _ -. 

Seniitor Rihicofk. Would you gi%'e us a sampling oi both typc^ ot 
"organi'/^'itions that vou think could do this outreach task and do it 
weir.^ 1 don't expect" vou to go through the whole country. -but a lew 
samples of 'both types of agencies throughout the country. 

Mr, Spkight You want me to name :specific 

■. Senator Ribivokf. Not mow, but provide it for the fiecord. 

Mr. SFKlfiiiT. L will be ha[)py to do that. ' ^' 

frhe inforinatiuii req\iwt<''H.funow<r.i _ -, .,, 



Ll) Community Health Centers, C2)^mmunity Action A^ncies (primarily estab- 
lished by CSA'and HUD), (8) Setttem^nt Houses^ (4) Day Ca^ijl^ssaciatioas, (5) Local 
Boys Clube, (6) Boy^ ScouU and GirrScouta (local), and (7) 4H ai*fi and New 
Farmersf of America, ' . ^« . 

It m important that the focus be onrlocM organizations instead of nati(^al coun* 
terparts m this approach would be more coet effective and productive,' • , 

Choices should be depervdcnt upon what is ayfldiable in io<^ ^ 

Senator Dui^BERG£». Two qu^tions: . 

I see yo,u drew the line on mental Ijealth gervic^ for outpatients. 
Was that done (Jelibej;ately? 

Speight. In part. W|g are -promoting outpatients. That-js not 
to say that the inpatient *may not be^eed^, but most of our group 
felt if we at a minimum coiild deal with outpatients — |Sarticuiarly * 
since we are 'talking abi^ut children— we might hea^ off a great 
need for inpatient ser\^ce in the later ages^, your^ adults or the 
teenage^'bracket ^ ' • 

Senator Durs^serger. It is not to say inpatient services are not 
aeeded ancf j(^NI^^ by the po6r? 

Mr. Speight. No. By no nieans, that was npt to sugg^t that 
inpatier%T^|gKrices are not needed by the ^oor. We do see todays 
not on xhiB day, but in today's time — in some of our recent meet- 
ings where community health centers have congregated, w6 see the 
need increasing for outpatient service ^in mental health, and I 
think we sill know som§ of the reasons why; but it seems to be 
increasing dramatically. 

Senator Durknberger. From feie issue of income eligibility, what 
would you think of a sliding «caloMof copayments? 

Mr. Speight. Now, with regard to the sliding scale,' practically all 
the community health centers do use a sliding s^SUe, or \ve provide 
the service free. If you are talking about copayment, you mean the 
patient pays th^ difference, and to that extent we do use the 
sliding fee scale and we use CSA department guidelines to develop* 
that scale. 

Community health centers do charge those patients who can pay 
according to family income as measured by the CSA poverty index.' 
Those whose income is above the poyert5^ level but below twice the 
poverty level pay on the basis, of a sliding fee: 

We try tp keep that up to date, so the patient pays something if 
they are able, but that it is not a deterrent to receiving the care. 

Mr,' Van CovERbEN. I am acting executive director of the Nation- 
al Association of Community Health Centers. 

We suggest that a sliding fee may 6e imposed to families above 
66 percent of the poverty level, but not below that. 

Senator Durenberger. You cut it off at 66 percent? - 

Mr. Van Coverden, At whatever point there might be no copay- 
ment required. 

Senator Durenberger. I am just wondering ^about the concegt of 
the use of a copayment, will that discourage people or not? Judginyg' 
from what you say, the other service is being rendered by the 
cd^niunity health centers. It does not necessarily discourage' par- 
ticipation in the program? , ^ 
' Mr. Speight. No. It does not. Those centers that administer this 
sliding fee scale tend to get pretty gogd response Jrom if. Basically, 
people are willing to make some contribution to obtain services and 
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woul^'like to be able to pay for -ail the services. Th^t is the 
experience we have had. — - . . ^ . . . 

' We want to be sure the siidiiig fee scaie or any copayment is not 

a barrier to treating the kid. • ■ if" ' "' ' ' ' ■'' ^ 

^Senator RiBicx)FF. Thank you very touch. 

\The prepared statement of Mr. Spei^t follows: j ' o , 

Statemknt of Jamks T. Spkjght, ExBCimvit DiRKntJS. East of the Rjvbr Commu- 

^ Mr. Chmrman, my name is Jfiunes T. Speight. I am Executive Dir^r of the East 
oHhe River Health Cent«r here in Washington, D.C. „ 

I, am here today to urge yqur support and qmck action on the UhUd Healtti 
AiiRurance nnxrratit. referred to bh CHAP. , ' . , „ . . i 

On £half ef the National A^atien at Community Health Centers, which 
4^ represents over 600 communitjf-based ambulatory heaj.th programs proyidmg health 
'semcefi to medicallj^nind^rserved popylatioos. t would, urge your support mid imme- 
diate action on this important legislation. _ ■- ■ ; uu fi.-f„ 
I believe moet of you are aware of the Community apd Migrant Health Usnter 
Procrams, Currently, thet« are 824 centers providing primary health servjfceii ip an . 
organized setting to five million people who r^iie m urban and r^ral medically 

""IhrmT^ty'lrcart; antf effectiveness of th«je programs is well documented by . 

■ curreatidata For example, most centers are in compliant with »«.a«C{«tor8 th?t-W . 
oerceht of all children served by a center are completely immuniM; t^ntftoriire 
Smi1o1cS" childi^n for vision and hearing. Thejealth c^«Jj«ve teep • 
Kn^ reduce hospitalization in areas they serve by 28-34 P^^^l^^fi. f «'P?^-' 
sEnUal f^era! and state reporting requfrements We re<^uced adi^nistrative 
c6ste to percent, of total operating costs. The annuabzed cost per person served 
l^t ye^r a{?Xmunity HeS^th Center was $157 which c«np«re« to a coel of $298 
per capita costs for comparable services for all U.S. patients. - rhuLV 
Mr. Chairman, we ai-TfuUy supportive ef the A(Unmistration s vers^dn of CHAP. 
HR 40.'i3 but would rSUBgesi some modiftcationr • ^ .- , 

fi4?6^^'irv-The n^tlSSal' CHAP income standard should, be set at^wcvthirds of 

»the^n-farm offiqial poverty line, as defmed by 0MB. and revised annually m 
accordance with section 624 of th^ Economic Opportunity Act. , ^ 

1 One olHhe bigKest problems wRh Medicaid from its mception was that it did ftot 
cover a! Ae^y unless they were categorically qualified. Even at M, percent 

orthe pove^ iS a family income of $^800 is very low. if not total poverty m 
todavs market and many' areas, - , ' , , • V ' i ~, tu^" 

S^roim-We strongly support the Administrations provision which m^es the 
exSde? package of Lrvic^^vailable to all Medicaidn-ligible children, readies* 
of whether ornot they have received a health assessment. x ^ 

BurCHAF should include, at a m'inimum, coverage of ^1 netx^ed ambulatory cai^ 
Unduding out4>atient mental hea^^h services) for CHAP^lig.ble children ..without 
limiUitions on the amount, duration, or scope oi services. ■ j • 

S LTLm'v..^^ dentaFcare should certainly be a required service to 

• include at a minimum diagnostic preventive, restoration, %nd emej;i?ency dental 

^CHAP 'providers, should be required by written a^,Teement either provide rou- 
tine dent^ care or provide direct referral and case, management for dental services 

• "^^"".^dtfun^i^ b.> clearly stated that CHAP providers shall in- 

clude "Community and Mi^nt Health ^^^^er^- "r'-'^, ^''""^riS 

WiSft Wealth Services Clinics, Maternal andJnfaiit Care Projects and Children 
' ind Youth Proj«;t«.'' No state should be able to exclude these fedwAl prosranis 
which dearly 4re intended t« provide access t*) this population group, ^^^r-cul 
dSr mimation against those progr.um.s as experienanl in the past cannot be allowed. 

On^mni c^^ category should be created for on-going care 

prS C wKr^' to ta thrresponsiWlity for both the assa«.ment. iontmumg 
£re and^c^ mfnagem^nit of CHAP children. These providers should be required io 

• sin a wrufen agreement for each child under hj* care m which he apees to 
- nrolide pSentivf and general acute medical care to^the child as needed. The 

^•■■ E ng pHmary care provider would be responsible for notifying ptitients and 
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notifying the Mtniicaid aK^^ncy if tht^: child is no longer und^ care and t^ie ease > 
manai^ement functions for that chiid then revei^t to the Stat^, 

InceniiiHTS for ongoing car^ providers.— As m\ incentive to encx)urage provii^ers tc\ 
a^ree to serve as an online souixre of preventivi* and primary care to CMAi? 
children, the Secretary ofllEw should be given the authority to raaqdate the types 
and levels of reimbursement that must be. oiTered to the ongoing care provider for 
continuing care and case management services \ 

These* ongoing care reimbursement levels could be uniform nationally or varied 
by Static or regional jurisdictions. lieimbursement could be determin^ by a fee 
ischedule .for preventive and ongoing servici*s; an all inclusive rate for preventive . 
services; adjusted by age; an ai^inclusive rate for ambulatory services; or "^nie 
combination. The reimbursement arrangements and levels would be deternyned'^y 
the Secretary in regulation. . r , 

States may use a prospective, capitation, rate to reimburse ongoing care providers 
or may submit alternative pavment arrangements to the Secretary for approval. ? 

Providers would be required to submit itemi/.ed bills fof each patient contact. 
However, ongoing carc! payments could be made on a periodic basis, with a. higher 
final payment at the end of a complete series^of assessment visits within a year. 

Continuation of eiigibiiiiy — The bill should require that children who have' 
become ^igible under the program repiain eligible for six months following the' 
point at which the individual or his family become ineligible. because of increased 
income from ejnployment. * 

Not on^y would this bv better for continuity of care for the patient, but it would 
FiNiiuce admhiistrative burdens for those families who continually go on find off 
qualificution bocause of temporary, seasonal, or marginal employment, 

Ou/ntm/i. We recommend including in any CHAP bill the provision in H.R. 24^1 
which requires States to earryark a portion of the prc^ram budget for outreach 
services. ^ _^ 

If this program is to" succi^, you must i*^ognize the importjince jof outreach .and 
provide adequate funding to do Uie jo'b, both case finding and foHoW-up. The higher 
•fedoral match for outreach services is important. However, the availability of f^er- 
(if funds does hot lead States? to institute effective outreach programs' Since each 
.child bn)Ught mt#>-theprogriim represt>riti< an exj)enditurv for the State, it is not the 
States financial interest* despite higher federal reimbursement rate«, to bring addi- • 
tion^l children into the program. ' 

f'urther, CHAP should require Statc*s to develop outreach programs emphasizirvJ 
the use of organizations IcK-atixi in the target community. 

CHAP must,nlso'buildMn ways of shifting otitreach activities^away from the i'u^avy 
reliance on welfare agencies, ft should promote the us4» oriconinuinity organi/atiohs 
and heaUh centers which employ t^raincni para^prgfessionals who are }rom the target 
iiommunity. ' * ' ^ • 

Mr. Chairman, ihere ai'e a numU^r of other key issues which nfied to be ad- 
dressed, such as financing and. p<»rformanae standards, bpt we do not have the lime 
here. 4 - ^ ' ■ ^ ■ 

.-Again, i thank yvu i'Or thfs op|)ortunity and urge yuur consideration of our 
recorhmendations. I would pleasiwdjo resjx>nd to any question.s ^ 

Thank you. *; ^ 

Senator Ribicoff. Oi:i Behalf of Senator Baucus, I ask unanimous 
consent thilt hin statement he placed in^the hearing record at the 
beginning of tffese/liearings. \ _^ - 

. . I want to takq this opportunity on behalf of "S^^nator Talmadge 
and the committee to thank the exeellent panel of witnesses-that 
we have today who have tevStiflixi on behalf of th\^ mos^t important 
piece of legishitiojL » . . ' ^ , \ 

-This concludes the, hearing and' the comjniitee will\ stand ad- 
journed. ' * . ' "^^ . 

[Whereupon, at 4:40'p.m. the^'hear'ing was concluded.] 

f Redirection. of the chairman the foilowing communications were 
made a part of the hearing record:] 

Tv^TlMON) OK fn^ AmKHICAN (.OLLKdK OF OlkSTKTKU'JANH AND G Y N KCOf i H MSTS ' 

The American' Colhn^r' (if Obstetrician.s and Gynt^i'ologiHtvS commend.s the Finang^.'^ 
(bnvmittee for its recognition |>f a need, and sUpin^rt (or cHurts to provide compre- 
hensivf* health cai^ to low-incomi- children and iow-inconic riigiblc women. Current- 



!y, iederul pVotirmns designtni to suptwrt health services for this population are 
fraKmentwl and p<x)rlv coordinafwi at both the Federal m<i i'ti«te level as hus been 
documontwl bv nient ConKK-sslonai • investigation. Ckm^rcss addressed this, issue 
. .. . . and successfufly niovt-d through legislation to cstablfsh t^h*- -H'Wt Panel tor the 
Proniotion oi Child tiealth which w:is realized by enactment into P.-L. Sft-Wb.- Wp 
applaud this action and Uwk iorvrartl to the i'ahel nut>tihg its goiil of developui« a 
national tx»licy"for the heatlh care gf mothers find childrwi winch wiU serve to 

■ dissKMnble arid' eliminate ov4Tlap and iidministrativt> duplication among federal prtv 

' '^i^anng this I'ongress'. consideration of Ah<.\ Child Health Assurance PrtJgrum 
' (CHAP) propOHi»ls fxubm'itttvd thus fur. the American College of Obetjetriciana and 
(Iviu-coloKists stron^'ly t'e«-Is ;hut this streamlining process can bt^gin before the 
V toniplet ion of the Select Panel's task. • ; , , , »u- • 

^ Amoiii: the Federal programs created 'to improve the health oi this nation s 
women and children, the Title V Maternal and Child Health Program stands out as 
the tirst efTort to attend to these needs, hv inHiatifiK". at the state level, u distinct 
adrninistralivc* unit, to promote the healtH of tht muternol and child population 
Clearly the mandate*! intent of Title V, when it was enacted in the original ixKiul 
Security Art was to provide grants to States £or piannins, tiss<ssm«?nt, and CTwrdi^. 
nation ol' the existing health .services resources present at the community, county 
•jnd staU- level To Lissure this function, each state was rt>quir«i to submit a statt- 
wide plan- di'^H-nstrating t hi" .'state s commitment ami att^eption to alPof *Tu' 
concern'^ Con^'ress extended the mandate of Title V and in the VMs authorized' 
addition'!.! -monies for devt'lopnient of sjHKnai projects to address maternity a;u 
iufant care the health of HcluK)i-aKe and preschool children, sis well as the dental 
hedth (if these children. We strongly supfwrt such demonstration projects m the 
states and ffH-1 that establishment of sUcb projects in remote and underscrved areaK . 
of I st ite \^ a sensible and worthwhile approach -to the promotion of health tor 
residents of that area. Hpweser. we caotion Congfess to In-ar in mindj^iat opt>rutiot> 
' of'sucb projects and provision of p«-r>tinal health s*-rvices is not the primary objet- 
t.ve of the Title V. program. If Congress .looks first to Title V programs to account 
\vr th{« numlH-rs of women and chddren served per state bv such projects, tht^We 
may risR losing fwus on its original mandate to cwrdmate and assist in the 
administration of existing projects which can combine to .supply the comprehensive 
services lor the [K,pulation ' in' nn-*!. Title V mandates that the state program 
d.r.vtors, who are tiltimatelv res|H.nsible lor ciH)rdination of thj-se nu-dical M-rvices 
will Ik- phvsicians aiui that there will [w sufCicient mwlical and health 0roles.sional , 
stair -if th('- state ievci to ;i.'<sun- the gmxi (juality and comprehensiveness of the state 
.'nn.iVim VVe h-i-l that this is a sound ba-sis ironi which to build a statue program, 
-(•oiitrast this structure with the Title XiX mandate to s^-rve as a health care 
fmancing mechanism for the nctu.al provision of health si-rvices for lovv-.ncome 
individuals and it l>econies apparent that any Child Health .As-surance } rogram 
,.„.u-ted hv Com'ress, which will of ili/e Title XIX medicaid monies for the provision 
ufVonipr.'hensive prevent iv medical care for mothers arid children, is not coni iCt • 
mg with title V prt.gnuns hut instead will compluneni 'litle V .activities, lo this 
t-nd we urge Congress to reviuw these pnigriims together. 

The sm-iahv of oh.stet ncs find gvnecologv has as its primary goal exceiU'nce in 

■ the pr/ivisum of maf'-rnitv care for women -Inherent m this oiijec'tive i.s the dc^sire 
for qualitv health aivv avaihihle to all wimien regardless, of age. marital or family 
.status. <ir fin.inctal resinirces ' i .1 i r 

The lonib.niAion uf Vxi.sting progr:.nis. iiealth prole.sMomils wurkinK m the de iv 
,TV svstcjn, an<i legislators wurkmg to rclurm mequiHes, are making vahiahi.i 
,.|i,rts to attain this ,.b|.vt ive by sup|M.rting rhauKes in jH. icy and IndiavKir ot 
fifilth i.riitrKSKinal.v. as svoli as iIumv patients, which will remedy pnihlem.s re.sultm); 
tnini t-tVk nf ■uvt'SH .M<(>;pl,ou-.. and lin.uuial ;vs.sist.aiice. The .'Xmenain (.ollege " 
' - Obstetricians .md ( ; vnccoloKists struii,;l.v sup|H.rts the proiN.sc.i ekteiision. contained 
in CHAl' for M'-dicmd eli»nbilitv to ail Inw-i rieonu- .pregnant women meeting pro- 
p„^4■d 'inromp ' re<iu.n-nients or the slaf i- ' mcume standards, wluehcvcr is higher 
The nrii.ufnicnt "f Hralth. Kducatu.n, and Welfare has cstupat^Hl that iH'catis,- 
some slates have limited .Medicaid eliiphility for p;-cgn;uit wometi. afiproximately 
'monnn woiA-n go with(<vit e.ss«miial prenatal and fw.stnatal care at a critical time 
tor iH.tb mother an<l> hil.! As the organ i/.at ion uf physicums wlio are Ix-st qualilied 
,„ provide ,nat-rn,lv r.nc for w<,n,en. ACt.K, feels that the.s.. estimates of wotnen 
who carrv a pregn.iticv (s.i tmn without ever cnniing int.* contact, or having limited 
.-ontact, with.appivi.nale h-a H b- prolrssmaa Is are indeed valid .a.ul significantly 
,i.n...nsl<,to the sound arKoment m favnr of httin^ .-.xislim! hnancial harrn'rs 
Kcmmning barriers vU,u h lontnbuf to the ntimU'r ol unatt. ■tided preghancies 
must strll IM- ,.ddres*..l Cengnipbic ,n,a IdiM Mt*lt nm of appropriate health proiet. 
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■ sions is clearly a factor and needn to lie approached by the profession and others, 
* inside of Congresis and dui:,;who can work to a^ure quality programs in all regions 
of this country. In the interim, we ui^e Congress to ^dre§A and support this 
extension of Title XlX which can have immediate impact upon a significant prob- 
lem facing thousands of pregnant women in need pf health services. 

This provision of tiif CHAP legislation, supprted by the Administration, is not 
new to Congrt^. Kevi^on of Meoicaid eligibil^tt^ for pregnancy has been propoied 
many times-bv Senator Alan Cranston, Chairman of the Subcommittee on Oiila and 
H"unian Development, as an effective f^t step in ajKiU ring the quality of health of 
our children. We urgfe that' the Committee support th5, contained provision in 
CHAP and separately intfoduced^ the fomk of S, 1211, in ok'cier to allow enactnaen 
during this session of Congre«s. ^ ^ 

We suggest that, durin^^ consideration of QHAP and Title V revision, the subcom- 
mittee examine and consider the recommended revisioiieS contained in a bill intro- 
duced in the d5tK Congress by Congressman Kc^ers and Congrec^man Tim Lee 
Carter (H.R. 10704) which has been supported by^e American CoUei^e of Obstetri- 
cians and Gynecbldgis.ts, the American Academy of Pediatrics, and the American 
Medical Association. As m^ior organizations representing physicians iind the speci- 
aiities responsible for the neaith care of the matern^ ano child^ jiopuiation, we 
consider their health concerns deeerving of a eentralisied administrative ofHce re- 
ceiving high-level priority within Jhe Etepartment oP Health, Education, and Wel- 
fare. By mandating this reorganissation anti creation of a central Office of Maternal 
and ChWd Health, Congress will establish a unit able to implement the policy 
^ recommendations submitted by the Select Panel for the Promotion of ilcK Health. 
New (or perhap it would be more appropriate to say renewed) emphasis should be 
placed on the development of the state plan. Over the recent years, regulations have 
weakened and, in fact, dismissed fihe requirement for states to annually submit 
their state plan for Title V activities. We strongly recommend that this requirement 
Jx^ reinstated in the Title V mandate and that a state plan be submitted yearly to ' 
the Central Office for Maternal and Child Health which includes a state's sut^yey of 
needs, present capabilities, a|[id intentions to ^ddr^s the individual state's needs for 
lidditional health servicas for women and children, ^ 

We anjbreciate this opportunity to comment and contribute to your deliberations, 

PremMd STATiiA^K^T OF David Axklrod, M^D , Commissiqnkr, Nkw York State 

M *DkTARTMKNT OK HmLALTH 

, • - . MAJOR KilNTS ^ 

1. Draft bill wilk have relatively* Iktle impact on child health initiatives in New 
York State. ^ 

2. Support: (a) Increased coverage of pregnant women, (b) incentives for outreach, 
[c) additional aid for ambulatory health siervices*, and id) greater involvement of 
school in health delivery, . ^ 

3. Oppose: (a) Giving authority to Secretary to set minimum reimbursement 
leveltt, • 

Mr. Chairman and members of the* Committee, 1 am pleased to have tjie opportu- 
nity to appt^ar before you today and convey the New York; State Health , Depart- 
ment's supjfcrt of^the Administration's Child Health AsuuranciifPrc^am. , 

Nowhere do we" stand a better opportunity of improving the health of the Ameri- 
can pt?C!pU» than through the delivery of conmr^hensiVe preventive health care to 
low-iiYt'ome children and- pregnant women. Our children ar^ our mo8t precious 
humi/n resource. Through them, their tiafe and healthy birth and upbringing, and 
their; knowltKige, adoption ^nd life-long ' pursuit of good health practices, we are 
. pretiented with the best possibli^* chance of realizing our cherished goals ^of •health 
ix^tu^'rmenl. Z** ■ , , 

Ivet this bi» the year that Congn^sw gives the nation s children the moet i>€nertcial 
birthday gift a t:oncern£Ki and respohsibie fiociety can present, a strong CHAP bill. 

In his State of t|ie Health MeHftiige. (rovernor Hu^h Carey s^iid (quote) we (in 
New York State) intend to set the standard for the nation in snowing that ouality 
pre-natal care is a basic i^Hzable . . . right. The most basic right fdr an infant is 
the right to bt» healthy* and 1 8ha!l apare no effort to corre^'t the terrible wrong of 
inadequate or even no prenatal care in minority communities, (end quote) 

As the father of a large family. Governor t^arey promised to lead^the fight for 
pas8iige of CHAP thin year, 1 am his emi3s<iry in this important misiiion. 

Mr. Chairman, we believe ('HAP is an important and forward stride in the 
prfx:es« by which we in government seek to remove the l>arrier8 that limit accent to 
health si^rvices* for low-income chiioren and pregant women Passage of this tegisUi- 



tion will brii* moiv huAic health servjceu to rupre of the people who need them 
moet jniis bill also holds' the pfonii»e that'every child born i;g America wili be given 
ttrtfpFwrtunity to reach her or hig fuUeet human potenti^^ " . , „ 

. In iiaying th^, jm&y I add that the propoficsd legislation will have a relatively smaU^ 
impact on New York State, in large part because Governor Carey and the t^te 
LegiiJlature have built within Medicaid a . CHAP program in New York which oflei^ 
a tMll range of child health service*, inclijding preventive measures. Our CHAP 
program covers all Medicaid-eligible children jjn the Public Aii8i«tance, AFDC. and 
Home Relief csategoriea. 

► 1 do wiiih to comment on some of the bill's specific provisions, ^ g 

We are particularly pleased with the increased coverage of pregnant women 
called for in 'Section 201 of the draft biil Thi« wiii provide Medicaid coverage for 
many poor women, r^ardle^ of family compo«ition, and will fill a serious gap m 
service ihat currently exista. " . j i . r ^rc 

Section 1903 of^he act would be amended ta authorize Federal payment of 75 
percent of the co«t to the State agency of outreach ^tivitie* designed to increase 
eligible children's access to Medicaid. Such federal incentives are particularly d^ir- 
able in New York State, sinl^ they will free State funds which were committed to 
that very purpose last year. *t * ^ , .t.* 

The draft bill will increase federal matching aid to ail children ratlier than the 
number of children assessed. This also is an improvement, since it is. extremely 
difficult to keep track of assaised individuals and totals. ,0 , 

We an^ enthused about the plan to increase by- four prcentage poinU* the State s 
federal medical assisjtance percentage for ambulatory health care services for chil- 
dren However, with the annual conis of children's ambulatory services now P^fJged 
Hi $150 million in New York State, an increase of four percent will provide only S6 
million in additional support, ynd this is far too little to provided better fees and 

other incentives. j c *• iqio 

We are concerned about wh^t seems to be a precedent under bection 
wherein the Secretary is authoriised by set minimum reimbursement levels. This 
has always been a state prerogative in what is largely a state-run and financed 
uroijram. We oppose this sU^^section of ^e draft bill. , 

And we have constantly lobbied for simplified guidelines that permit schools to 
become CHAP providers in those areaM where traditional health servioe« ahd provid- 
ers are lacking. We believe the school is a perfect setting for the delivery ^ of 
preventive health services, * . . . ^ 

In summary, the new federal CHAP legislation would have minimal impact on 
New York State s pre^nt emphasis of pro5J%g a fuU fange of health care services, 
including preventive measures/for children: The federal CHAP bill would/ however, 
give us new financial incentives to expand delivery of services since it would pernnt 
NYS to receive increased federal matching funds. Higher Medicaid reimbursement 
'I0 physicians and other health care profe^ionais who agrei» to provide continuing 
health care services to children would also be possible m incentives for greater 
particifmtion in Medicaid by such providers. ^ , 

The. American Nun^es' Association believes thri! S, 1204. the Child Health Assur- 
ance Program is an important firs^ step toward a ffitional health policy of compre^ 
hensive health nervices' for all children. We support the pU'rpose of this. lepslationT 
Ur expand the availability uf healtli care to low income women f?nd children, assure 
continuity of care, and increase the numbt^n^ of those eligible, and provide mcen- 
live* to states to design and implement more eflective ass^ment and treatment 
prugran^ S 1204 contains many gf the reformti^ncHHied to ensure that a!! eligible? 
wonuni and children are properly assessed and tretHed 

We do. however, b*»lieve that thert* are st^viTal problems with S. lilM as presently 
written, and we Huggf»st the following changes: 

A, PROVIDKRS ' * ' 

U CHAP is to work. S. 1204 must expxind itfl concept of the types of care and the 
tviH's of providen? eligible under the oroFK)tied li^slation^ , 
' A r^'urrwU failure of the Kl'Sm PVt)gram ha^l^^n m ensuring that providers- 
b<ith in the public and private siK^U)rs-H^irticipat€>i Hufilcient numbers to screen 
and treat all eligible women and children. Piist ex^rience hm shown that the 
complexity of the K^lfV Program, as well m currenVMedicaid reimhursement 
rates discourage eligible providers from participating in {^Vficient numb*>rs for the 
firograrn to at all succi^ful. (Jiven t|ie expanded scre*^*niA^and^s4»rvices package 



impoaed on prdticiers^ it simply not realistic to ei^ect mat ifx'm l^islatioti will 
tmcourage iiR;ri»fLsed participation (^ digi^^^^ ^ 

NuT^ hBi/e )ie^n intimately inv^Ived^ in thi' EPSDT pn^am, and lhany of the - 
tyfH?s of »crtH?ning health care ^services' authoriae^ by S, '1204 an? currently < 
provided by nurses, math of* the health cart» si»rvieeK necylad by low-inconie women 
and childrerr need nb^ be given by a physician. The a^quifiHi services Tall wUhin th» . 
scope of nursing practice. For example, statistics from the state of WiHCon^in" show 
that only one of every five children *fH:reen>d in the EPSDT pro|^am required 
referral to a physiciaii. Nursesi, furthermOrt»,"^6ccupv a Central positioh ii^.the health 
delivtjry system, a position where it »4*enm\k>gicalAand cost efTe^tive — to place the 
Ciise- management refiponsibiiities d^'U84H»dJn Sec, 102(b) of the Act. 

ANA the!;f»fore r<*commendi* that Sec/V}2(e) of S. 1204, deilning eligible providers 
. of a5*8es4imBnt and continuing care services, be achendcd to raad; *\ . . physicians,' 
pliysiciay aiwistaptA". nurse practitioners (including tiurse mid wives), and such otiier^ 
providei^ as hiay Ik> s^H»cified by the^fecretary in regulationj^;*' Likewise, all refer- . 
ehCes to "mtxlical care - whereveV th^ hi ay apfH»ar in this Act; should be a;nended 
to read "health care. ^ n ' 

AN/\'h concerns that the school system be integrated into f)HAF appeanj to have ' 
been addrei**H*d by Hsting^he >*chot*l as an eligible prfnider in Sec. U)2(el. 
t » ' ' ' ' ', ' 

B. SKKvicKS . ' . * 

1. i*rimar\ (tnd preivntu^'.—^. 1204 ishou Id codify a mininiuni preventive service 
package tnat must b** provided by st^ite jjrograms. E!xj>erie<ie« fyxs shown, that 
' leaving the identication of services to the discretion of the Secretary resultin in slow \ 
and unsiitisfactory proct^ss lus^demonstrattKi by HEW's track record i;i developing 
El^DT Feguhitiuns, - , • , , 

2 Aasi'Hsntvnt tf^d irtHitmvnt servu\'s.^The treatment service packiige should 
match the iissi^ment servici^ piic^age. For exam»le. it makies little stmsc^ and is 
alsi) cotitiy, to provide hearing testing if spt^^'h th^apy is not an a-llowable 'service. 
Sonft* thought should be g>ven to mandating linkages to services available through 
existing programs other than Title V. - - ^ p ' 

Currently the KI^SOT- program creates duplicatfon of services, ga|^ in servici's. 
.and inadi'tiuate rejK^rting. Tlus is not co6t effinUive and makes the additiaii of any 
Mi'w servictni. such .ls rvt*oniniendt*d in the Jegislation. prtihibitive in terms of cost. 
Fatient*^ do not benefit from this dppro.'ich^/inde<vi, the prt*t^nt system is underutt- 
P^xisting iMCni services shoyid be ronsolidatixi and c<K)rdinatcH"i before new* 
services are addt*d The major itj^ of ffnir rally fTnanctni htfilth progralTis are provider 
luiswi and not biunni on the health ne4»ds of the f>opulation. in order tii assure cast 
effect ivc't^ess and quality of care, the legislation should provide for drmunstration 
proji*cts busi»d ^ a thorough assi'ssment of con>m unity "n^HHis. ' " 

ANf-A supjx)rts S ll^O-l's pruvisiorT of ambtUatgry mental health servicers to eligible 
children. .An estmiat(»d 'M) fHTcent uf chiUiren entering first grade have identiOtHi 
^x»havi(>ral aiid emcKional prc^blems. aT\d their growth luui dt*vt»lopment j|^ould be 
ham^M^red by any limits placed on mental liefiith services. We rtvonunend tlmt 
outpaticmt andf in patient mental health s€*rvic**s, in addition to ambulatory siTvices. 
Im' rnadt**avai)ilble uridt'r (MlAP without limits ou ihv ar>io\int, duration; and siro|>e 
of such s^»rvices ' » 

^. II (iL^v Mana^vmrnt Rfsfxitisibiltiy, Tlie identifiecl provider, whether a s^jhool 
system, ifuiividual practitioner, health dej)artmenl. or o^her, should l>e accouniablc 
for contu[Ui^ty of can; Thi^ (io^^s not nieiui that the provider must Im' able U^^^\m^^'\dix 
all siMVi^s, but that ihv provi{i(s- nmst accept resfKinsil^ilitv for Si»t*ing that the 
p^itient i"«Mves r^npyrtHi Si'rvices as well asjbliowujj car?' {i(m^»ver, pr(n'isjorl o# 
IkjI^i ass^'ssrneni arui treayuent s(»rvices by the ^(unv ^H'oi nii'r sliouki hv i'ncourag(»ii 
yot only, for program efficiency but to prevt^nt the conlu.sion and inconvenience' to 
^jatHvits <)f l>eing shuffliHi from \mi\\i\i}V to another. ! .ikewist*. 'AN A supfK>rts 
aniencimg, Sec, U)2le? of ^thcAct to encourage, wherever jHf.s.mble. the provision o\ 
t>oth asessnient and treatment s4'rvictH^.'at the s;une site " 

'<* OUTRKACH 

We en dors*' S 1204's provision ot financial iru'eotivt's U)v intensified state ouf- 
reach programs. Howcvor, to efisure that wn acc(»f)tal)U' nunilH*r (jf eligible vvurTicn 
and children an* reache<l. the .jncrrns4»<i fe<ler«] matching rate, for out roach should 
specify i\ minimum f>i*r!<>rmancv level For examphv anv, incfeased ftxleral financial 
incentivi's could otjIv Ik^ triggere<l by state winch ii;id r^'acli a HjHH-ified [H'rcentagt* of 
all eii^d)le childn*n'm tho state 



Stete- outreach ;«fTorte should W l^rsonnlized. Statistics indicate that the more , 
personalia^ the outreach, tj^e gK^i^r, the participation rate m the prjW'sm. Aip 
cordins to E«r!y PeHoijic Satining, TJiaghoBu^ and Treatment, the Possibte Dream, - 
pubiished by rikw, "personal contacts with outreach workans were T^nsible for 
75% of the children screened durina, a throe year period in one Pennjsylvania 
county. South Carolina, which ha* enrolled H5% of itK sJigiWe ciuidren, see* ita 
transportation contact with the local r-ornnjunity Action Program as a majortactor 
in its high rate of {jartieipaticm. In Maine, 1200f>eople were wjntacted over a three 
month «;riXwitrpei#al contact*, •only 1% refused fiP^DT |i;i^,ce«; Without 
outreacrworkers to explain tht; value of the program. Service fefiiiiabi -jumped t» 

VnA rftcomm^nds that Sec.. 102(b)..of the Act be amended to read; 'The program 
must provide for pereonalized Oytreach . ■ . £)uti^a<;h -under this stibw^on must 
include identifying and locating familie^ of eliitible children and pe^rsonallyJnform.-.. 
ing them . , , with thiss personalised 'odtrebch to take, such *orn> ^ prescribed byv 
the Secretao' in f«1f"'^tio"* " ■ , 

We aeree with the approach, outUhed in Sec. I06<d), tying the, federal matching 
rate to peribrmance levels of state prc^jfranui. What con^titutes ah acceptijble level 
of performance in not. however, detailed in the formula. Such -things- as a mmimuni 
percentaKe tit eligible childfen wh^ rtwst be assessed apd treated before, mcrwased 
federal support would be forthcoming should be specirsed Section IW. do^ not 
udt^qu^tely lector in overall program success in ttfrms-^Qf «uahty of care and tin^^^ 
new in providing Tieeded ssefvices. We would support amending Sec. IWHd of the Ao£ 
to provide specific, time Umits^jfoi^'defcwmimng the pereentage of eligiW*? ^hi dri-n 
that have bwn asi^ssed and treated: i.e., asK^ing withm six Jiiontl* those chiWren 
covered by an j^reoment, providing within six months all tiieatjments found oea?^- 

'"§^Tion'*'l^*S^^^v1d«. tRt during the first 18 months of the pr^^am. the 
fedara! matching rate for services to elTgibie children .would be 4^^ higher ^an A , 
state's current rate. We miifit question w^ethpr th\s provision will provide BufTiCient 
Tmancial incentive to encourage 'the extiinsiwj s&ite program cKang.w neC^ry to 
make. CHAP work, Recent history >vitlv EPSDT has siiowp ..thiit. stronger federal 
financial incentives may be necessary for effective implem^a^ition on the state 

level. - ; . ■ _ ^ ■ ' /A \ ■ ' '" 

K. ^■uc.ihiuty" ^ ■■■■ 'r ' 

- IfiliKillility is cltsK'iv related to the WaU^pect of S. 12U4 .Drip fconsUtent criticism ' 
of both Title VJWCH services and EPSIW* has, betui undefutifiz^itlon. t^e services 
bv the eligible population. Services are viewed as second class heulth care for ^^^^ 
cfass, citizens and are. therefore. .shunni?^.,Jhe non-medicuid WJpulation should be 
■allowed to, participate in CHAP on ii fee^br service basWi rhj(^;Would provide ari 
■ adAtional source of financin^.-lWtht. program, fwticulnri.v at- the state level as well 
'as iniprovinc^'pubrit.- perception pf the program. -• , •• , , j 

Sectiofi 10r,(2) of the Act wiU allow n 4 month wct^isrOn u services beyond the 
' orudnal eligifailitv perKxi. This is an arbilfaVy and unrcalii|tic' hfmtiition of a cours*- 
^)f treatment and «H!oveiV. We siUp^i<irfa ^le year exU-nslw of services as a m»re 
realistic time frame. A sinvlar pros-iajon should be added for ,p,re|nant wome^^^ 
Icurrenlly set at 60 days after terminabtm of pregnancvl. Likewise, btn:, 101 laM D 
(B) (ii) and relut^Hi sec-tions of S, 1204 should expand the aye limit lor eligible 
individuuis froni IH to 21. 



V. REJHJKTINC, 



Palient records. preservinK cunndentirttity. should be Teadtly.avnihihle ami acc 
sible t« the various Federal health programs without regard to the^ .m;rvice, under 
^hiufa the record originatwl Duplication of services is rampant bfsiu.HC of, the 
difnculties encounteretl in transferring from one program to another; - ^ 

Integrated reporting systems .Hhould b«..^n. at entry uitf. the sys eni whether the 
entry iMJint bt. putreuch or treatment, Outcome must be dcKumented af each stage of 
the uroc-ess Experience has shown that this is one o( the weakt^st jJOirite m the 
Astern There is currentl.>J no uniform v/ay of determimn^; the ouU-ginc- of siorvifes. 
therefore, system rfnonitoring for eHW-t iveiiess -is iiH4K)s,sible: . ^ ^, ,■, ^ 

In summary, the American Nurses' A-sswiation wo^i supixirf S. 1^04 wrth>the 
changes rtH-omrwnd.Hi above. We will In- hanpy to supply any iiddittonal in)or1n.-i- 
turn and assistance that would be helpful to the committee 



- ^ ' - T. WiscoNgiii HsALTH Cam RsviKW; Inc., 

MjciiAEL Stkrn, ' ■ . ^ 

Siaff Director, Qymmittee on Finance, ' • \ 

Dirki^n Senate Office Buildiri^, Wa9hingtQn D.C. ^ 

< £ StE^k: This letter is in response to the Vn^^d SU^tm Seaate, Ciiiminit- 

on I'lnance. Sui>CoiUmitt«e on' Health Pr^ Re}^, date Jun^ 7, 19m publica- 

• tion No. H'-SS\ - ^ ' . . 

T '^^^^^^^^^^^ Ijw of a requ^ fpr oral pr^nt^tan at a hearing to be held on 
: June 25. 1979 in the liirkaen Senate Office Building ^ u 

Th^ problem for which Senator iVJmadge k convening the above stateii'meeting 
]£ stated m the inabilityof government to target public funds for asaistanc;^ to 
entitlement iirograma, EPSDT in this' case, to assure that such proifrains do not 
overlap, jtMulting^ confuaion and duplication ofbenefita, and most importantly leUve 
<>ut eligible persons who a)uld be receiving .needed services. 

I wish to comment. on those i^ues of ac^eedbijity and detection of elijrible chil- 
dren for Titl^ 19^ j)rogram ilSPSDT) (CHAP). ^ . 

If in the past acc^ifaility to EPSDT has r^hed only 2 of the total population of 
^ %"^Ay^"" ^^L^^We children then I 'suggest th^ follovkr|ng as one course of action: 

I. Ofler under terms^^of competitive bidding to the private sector, the administra- 
tive and provider service functions u^jng as a payment formula: (a) administrative 
cost— 4i?Jlar8 per ellsnble , child ' serened, and (b) provider services-^capitation 
MymertU fhroi^-h HMCfe tcldeed panels, staff/^up or IPA models), or where no 
HMD IS available, or p^pared to offer services on a prepaid tiasis, an annually 
negotiated Tee Schedule With, various pfovidf r groups eligible for services, ■ 

It is simply a fact in Wisconsin that for those who adminiaier Title 19 fiinds have 
no incentive either in terms of federal Wtchjpg funds or in terms of state health 
autltority priorities^ to prqyide the extraordinary efforts neede^J to serve ihoee who 
are eligible for Title 19 benefits. Using the Medicaid program, as an example one 
could, cynically believe that One means of ccet containment used is to assure a 
sizeable/eligible ^pulation who are unaware of the benefit* that they are entitled 
to receive, ■ ' . . = - 

r would see in Wisconsin as one pdSSsibility a demolistration grant to test this 
hypothesis to assure that all children that are eligible ;for the Title 19 program are 
screeni^d &nd secondly, a 'determination made as to the nacessity, type and quality of 
health servict^ provided to eligible children, / 

I am most appreciative of the opportunity to |)rovide my thoughts to the Senate 
Committee on Finance. , ^ 

Sincerely, ^ 

^ Cameron G. Brown, 

. \ Executiixe D^recior 

' , . ' " ; ; 

StATKMKNT OF DONALL P ClX)UGH, EXKCUTIVK DIRECTOR, AMERICAN SoClAL 

' Hs:ALTH A^SOCfATION 

The American Social Health Association is a national non-profit organ i'zation 
founded in 1912, and is the only such group singularly foCused on the prevention, 
control, retj^^arch and eventual elimination of epidemic vnftnereal disease in the 
United States, Through a combined programNtf intramural and extrarHural activi- 
ties, the association directly engages in biomedical research, behavioral r^arch, 
educational materials development, ^policy analysis^ professional training, pilot dem- 
onstration pn^jectii, arid public awareness programming with respect to sexually 
transmitted dise^ises. with a particular emphasis on'young people. We appreciate 
the^opportuiiity to present testiniony on S. 1204, the Child Health Assurance Act of 

An estimateci 10 million casei of sexually transmitted diseases occurred in thp 
U.S. in 1977— 3;^ percent of these cases were among adolescents, 86 percent among 
people 15. to 29 years of age. That means that one out of every seven adolescents in 
this country now s^ffers from a sexually, transmitted diseiise. More than two-thirds 
of all cases of gonorrhea dccur in the 15 to 24 age group, Tfijs year gonorrhea alone 
will cau#«? yoUng women to miss more than one million school days, 

The>OGl^tragedy of venereal disease is not in the statistics of incidence, stagger- 
ing as they are, but in the consequences of the diseases. .v. 

Venereal disease is now the single greatest cause of unintended sterility among 
women of child-bearing age, and this yeaT 100,(KK) youngvwomen will be pathologi- 
cally steriliaed by VD. at least 1B,(K>() of them adolescents. Perhaj)« more tragically 



■ ■ , 

others wuf puss along the diseases to their unborn babies, causing severe «pntai . 
retardation or d^th to thate offspring. , ], . ^ ^i. 

Nongonocpccai Urethritis (NGU) is Jtnore difficult to detect, and Ireat than gonor- 
rhea. While the medical cohsequenc^ for woifien are similar to those of gonorrhea 
(that is, sterility and pelvic inflamraatofy disease) it is -now known that NGU has 
serious cons&juenctej for males as well, inciudii^ sterility and • pro^te disease. 

Genital herp^, unlike any bacterial venereal disease.-cannot be cored.^The reser- • 
voir of infection is Estimated at 40 million , persons. Aside from the distreM « this 
recurrent painful disease, female victims bear an , inonimately mcreased r^k of 
developing cervical cancer, or of passing the virus to "^eir babies during birth, 
resiultine in death or brain damage in 7 out of 10 infants. , , , ^ irrSk 

Mr. Chairman, to term this an epidemic is clearly a gross understatement Vl^ 
represents one of the most sericms 4iealth problems of adole«»n^ today. It. is 
therefore imperative that the program authorized by this bill, which will provide , 
services to young people up ^ the age of 18 or highe;-, provida adequate venereal 
disease servi)%8. ' , . ^ u • j- -j i 

The bill's provision of "such service and procedures appropriate for an individual 
of his age" provide for th^ services, and we call on the Committee to include , 
strong report^anguage directing the Secretary to directly address the u».ue of 
adol^nt ve^realldsease by requiring through regulation that venereal disease 
service be offered by providers or that adequate referral agreements be niade ^ 

We ore concerned that the current pn^:ram has thus far been stroi^ly directed 
toward services for infants and very young children. It U m«t important that «tat« 
begin to aggressively expand their program services to mciude adole«»nts. whose 
health "needs are unique, and too oflenTall through the cracks of the various service" 

''^'tel^ms of venereal disease, young people are particularly likely to delay tredt. 
ment and thus run greater risk of serious complications from the diseases for 
several reasons First, they lack accurate information about the symptoms, treat- 
ment, and transmission of the diseases. Second, eight oat of ten women experience 
no symptons, and thus are unaware anything might be wrong. Fmdly, young people \^ 
mistrust the existing medical system, which is geared either toward adults or to the 
^ely youi^. There Ts nowhere they can go where they fee comfortable that their 
ne^s are understood, and most importantly, where they feel sure their confidential- 
ity Will be preserved. In almost every state minors can be treaty for venereal 
disease without parental consent. ^ -i , _* 

The Child Health Assurance Program could provide a valuable* opportunity to 
screen 'young 'people and thereby collect important data regardi^ adolescent yene- 
STdiieasTaTwell as to deW and prevent disease, Such figures wouW assist in 
determining need for venereal dia^as©- iiducation prc^rams and- assess effectiveness 
of those nrosframs which may already e^ist. • ' r • 

We rc«)i?mend that report language also direct the ^retary to require carefu 
■coordination with the venereal disease division of the Center for Disease Cxjntrol 
with respect to services and data coliecti^m in this program. , . ■ 

-Too little attention has been paid to incorporatmg the needs of adolescents into 
h^lth programs, coordinating the care adolescents receive, or developing prpgrams ^ 
whieh actively encourage youn^ people to use a broad range of preventive health 
c&re iierviees. We are aware that such a new emphasis will r^uire increased funds 
and a number of reforms in legislation and regulation. But we urge you to begm to 
addr^ this need and to devSlop inventives for .states to dp hkevnse. Teenagers 
should be expressly mentioned j^n the legislation as a populations whose needs are a 

^'^VelS^real disease among teenagers, and in even Vounger children some of whom, 
may be the victims of sexual abuse, is a prpblem which htis reached staggenng 
populatiotis. We cannot afford to miss a single opportunity to provide screening and 
troatnient to young people who are too often uainformed. misinfofraed, or afraid 
For it is this populat^^^^ which is at the highest risk, of- contracting a venereal . 

'^^hfepidemic of venereal dise'ase is a public health' issue which wa^^^^^^ 
commands the collective attention andf resources of society, The Child He^th Assur- 
ance Program • which will provide services to medicaid-eligible youngsters could 
previde avery important co^iponent in the nation's effort to combat teenage vene- 

"^^We '^gTthis committer? to' assume thte leadership necessary to carry out this task 
and stond ready to offer whatever assistance 'might be necessary. 
Thank you very much for this opportunity to expretis our views. 
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Statkmknt of Jac^u^xyn D. Batks, Chairman, Child Advocacy Pkogeam. rou 
THife Association ok Junsos* Leagues, Inc. 

^ Th(f Association of Junior U^ogues m submitting this written testimony to gfixrm 
\ts support for an etYtK:tive Child Health Assurance Program (CHAP) which would 
^*xpand and strengthen the Eurly and Periodic Screening, Diagnosis and Treatment 
(KPSDTi program and strengthen and improve^ Medicaid services to law income 
children and pre^iant women. ^ ■ 

* Th^ Association of Junior Lea^es'is a non-profit organization with 229 #ieqiber 
I/eague« with approxinjately 125,0<X) individual members in the United States, Its 
thret^fold purpose is: To promote voiuntari«m; To develop the potential of its mem- 
bt^rs for voluntar>^ participation in community affairs; and To demonstrate . the 
effectiveness of trained volunteers. - 

Our commitment to effective training is reflected in the requirement that every 
Junior ,Le4i^e member must participate in a training program before she begins 
work in her community. The majority of Junior League members continue to take 
training courses throughout their years of Active League membership. In addition, 
jevery Junior L^eagqe member must make a commitm.ent to a volunteer position 
during' hen Active years. A substantial number of Junior League members today sit 
on the boiirds of other voluntary organizations throughout the JJnited States be- 
cause? of the leadership training which ^^T^r community volunteer experience has 
given them. . , ' ' • v 

ruK ASSCKTIATION OK JUNIOR ULAGVKH AND ADVOCACY VXyH CHILDREN 

ihiT commitment to the improvement of Ke^vices for children is long standing,, 
Juhior I^eagae voiunte<*rs have been providing service^ to children since the fiVeit'' 
Junior U^ague was founded in New York in 1901. Through the years, Junior League 
volunttH'HH have provided ^ variety of direct services to children, includ^ing the 
estal>lishrTtent'of s<»ttlement houses, emergency shelters,, child health and well b^hy 
clinics and vhave s<?rved in a varie^ of positions such as tutprs, case aides and 
coi>ns**{oi>>. ' ^ 

In the early H^TO's, The Association of Junior Leagues became increasingly aware 
that its services could n»ach only a fraction of th(^ in need. In addition, I^eague 
voiuuteiM*s identified many unmet needs amorlg tho^e cHiWren they served. A -deci- 
sion was made to supplement the I^eagues! services by broadening the Association's 
activities to include advocacy on bt^half of the children. As a first step in its 
advocacy, on'ort^*, the Association in 1975 devSpIoped a study to be* conducted i>y 
Junior u»agues in thi^ir own communities to determine the state orf children s needs 
and the. st^rvices available to mtyt thetn. (V>mniunity surveys were conducted in 214 
cunununities by League members trained in interviewing techniques and educated 
in the five focus areas chosen for the Associations Child Advocacy Program: child 
heaflh,. child .welfare, s|H»cial educat'fon, day care and juvenile justice, In the areas of 
pi»rinatal care and child health, the survey rVsuits revealed a 'tiet*d for every wcJ^an 
to se^^k fH>ri natal care, including g(kxi medical care and tmtntionaj guidance'. In 
addition, tFie surveys revealed a lack of faciiities for monitoring high risk pregnan- 
cies. The survey also idehtiflrd many inade<!tu£^cies in the Ki?rly and Periodic Screen- 
ing; Diagnosi.s. and Treatment Program (KPSDI'), a preventive health c^a re program 
for Medicaid eligibk* children under 21. Oyt reach for the program was inadequate 
or nori4»xistent in many areas. A great numln^r of needy children were net reached 
by the program either ^)ecau.se they and their families did not know about/the 
.progra?n (?r because- they did not me^^t^eir states' eligioiliCy rt^quirements for 
MiHiiiaiJ As a result of the surveys, s^^veral Junior I^eagues, became involved with 
the lCi*SI)T program in thi^ir osVn e^>lnmuraities. P'or instance,, a survey condycttHi by 
the Junior Ix'ague of Far^i^Ml>orhea(i in lini>— nearl.v 10 years after the eii^kctnumt 
of the K4\S1)T prof^ram -revealed that the program in North Dakota had not pass4»d 
tx\vc)nd the developmental stages, Uv^gue nien^bei^s identified a nunil>er of problems 
fhat had prevented the state agency from moving ahead on the program. Policy 
formation, organizational restructuring and p<»rsonnel changes all contributed fo the 
delay in imj.4ernenUition. ■ - 

'More than 1,(H)0 gf the some 10.000 youngster^ eligible for the- KPSDT program 
iiv4?d in the Fargo area, but there was no rtxrord of the number of t^e children wlio 
-were actually ni^rvtHl by program Memln^rs c>f the Fargo^I^porhead Tveague 
concluded thai many eligible i^'ciptent,s were unaware of the^program. Deciding that 
an adequate information program <nlH)Ut the FIF^DT would incre^Lse the progr^rri's 
{'ffectiv£»ness. the Junior I^^igue of Fargo-Moorhead chosi^ EPSDT outreach as a 
project. , • 

Aware that many low incunie parents tend to use crisis or emergency care'rafher 
tvhyn long ternj pre%'entative care for theit* children. League r<^»archers concluded 



tk<.t t« hi. mifYt^fui 'an outreach procram must do more than simply locuta thp 

Elhf va^ue of earl? detectiba and medical treatment for each child. fr^P^ 

proj^t/te^ drafte^ and present^ to the Cass County Socud Services ^ 

° ' AfS^more^Tvan a year of meetings with state and county personnel, the Junior 
LeaS oTParcTMoorLad and the Cai« County Social Services signed a c|3ntract for 
iCTeveUSTan ou^^ program, in which Junior U^ague voiunieers serve 

-follows uo with a phone call or home visit to explain the benefits of the P««ram 
historijs "'^^^"j 'Yf the screeninK reveals a need for medical treatment, the 

i« ntHKied When the outreach pn^am in 1978, there were only twa.to tnre^ 

"tm^Ss" . vslk iS ?h; Fmo a^. ?ym. the .creemngs averaged more Uian 5g, 

" tSU' A«KKlalion » Dnm-am of advooecy for children WM formally launehld in 
i™ ■■tThkhSe WoXlesates from 22ll Junior Ueaeues and representative. Irom 
foiher oJianSbn. anenled a four^iaF In.titute oh Child Advogcy 

SljnS£a?US^n'ec'lrr'?h:^^^^^^ 

educational "^Ta're icrie^^.it^s ^h* e«Sen.L of iudlvidaal U;a««» if ' 

S^^da€a^%»-^t%» 

r-Srfrr "tK fei^-dr » '■hTtr.l'^ry^-ls^r'-sS^, 

L^^;'n ThJ^!LX frmn firet hand experience the imporUmce of providing good-, 
the first pregnancy when ""/'""f ^t'^JKh^^T^ P<^Hcie.s kni tho delegates 

tees have joiruni thiw network. 



PHiORlTlKS FOR C'HtLO HKAI.TH 



A^ '1 first step toward obtainin^^ adtn^uate health care for children the Assckm- 

Cmr li^sl^^^^ in r«du«.d in thi. s.-s«ion of Congress aiid 

nlea«^ tha LHAI k^^^^ on Health of the Senate b^ina^ice CommitU?.. wiU 
hofK^ *^*'S"'L,urnTA^ that will include tW thrcH- priorities Wtab-^ 

[T!!JTJ'thf A^K^ t on- StrSShen-and expand the EPSDT program, including 
h. Iveiumertr^f ad^^^^^^^^^ program; Provide nit^dical coverage ior a! 

finam-ia% eKble childr^:;!, regardless of family composition; and Provide mc-d.cal 

■ ^•"^^'"^^'S^;l;lrtt^^ improve, liv.^ and ..ve dulUirs 

vi^l^i:^^::^M^^r::)^'<i r>-any Ir^esponMhU. to deny childrim access to 



ISO 



' mediCAlycare because their pai^nti are uiiable to pnJvide it To deny a needy 
pregnant woman perinatal care because jOie do^ not fit intd the AFDC cat^roi^ 
tiireatens both her life and the life of the unborn child. Sickly children grow dip to 
DeBickiy adults who cannot beci^e pn>ductivecitizeas^^ v 

We appreciate this opportunity to submit this t^^timony and look forward to 
^^C^n^^^ ^ ensure passage of sound CHAP legislation , during this session 

Statkmknt of. Clydk E. Shorky, Jr , Vice Prssident for PxjBiAt Plsvaxs^, the 
Nationajl Foundation— March or Dimes 

PRiCNATAL AND IMMKJMATK POSTNATAL CARE UNO£K WLDICASD iS. 1204 > . 

The National Foundation— Maith of Diii^ urgi^ Congress to amend the M^ic^ 
aid prog^ram to include a provision for prenatal and immediate poetnataLcai^e to ail 
low income women. Such an amendment has been proposed by ^e Admiaistrdtion 
and included m TiUe 11 of S, 1204, the Child Health As^ujwTce act om79. 

ElUgibUity for health benefits under Medicaid is left' up to the States in accord- 
anpe with broad sidelines. In order to be eligible fpr Mecfickid, a patient must «Iik) 
be pi^nble for Aid to Famili^ with Dependent Children (AFDC). At the p'r«Mmt 
time, 18 states plus Puerto Rico and the Virgin Islands have taken the position that 
a pregnanat woman: during her first pre^ancy, does not have a family until the 
child IS bont. Therefore, .18 states and 2 territories do not provide Medicaid coveraire 
for prenatal care. . ^ 

This matter is of nl^gor concern to the Foundation and* other organiaatioAa whoee " 
principal focus is preventii^ birth def^pt* and, improving the outcome of pregnancy 
In striving to achieve this, tlie March of Dimes, through ita many programs and' 
volunt4^r activities, seeks, to assure that there is some m^ans for all pregnant 
women to .receive earl;^^ quality prenatal care. TW^ failure of 20 jurisdictions to 
. provide ' this^ covenige is an extremely serious loss in attempting, to . ,^chieve this 
objective. _ . ■- '\ ^. > ^.v 

50.000 babies are threatened ^ach year By m^ritedly low birthweight This is the 
cau^ of the greatest number of deaths in ^the first year of Kfe and is the maior 
causJ^ <3( disabiljtv* in chil4hoo4:. Jhese dangerously small.infants •weighing 4 lbs. 6 
oz, or jess often have. severe problems with breathing, heart action, and control t>f 
temperature and blbod sugars Unless thes^ difficulties are controlled, they may 
cause brain damage Or dieain. , \r''^ '\ 

Learning c^hilities, accompanied by erttc^ional and b^avioral problems are 
often-a life time^irden-fdr the baby born too soon ot too small: 
' Structural deftSts occur 5 times as much amon^ those babies born with extremely 
• low birthweight. ' 

Prenatal care which include proper, nutrition is a major factor influencing -birth- 
weight. R^»nt studies prove conclusively that low birthweight and infant death 
rates for babies born of mothers in all age groups are markedly higher for those 
>vho had no prenatal care. TJiese results are particularly applicame to teenage 



mothers. 

The poor' are the least likely' to receive, pnghatai care unless payments for these 
services' are provided by some outiiide source* For many with their first pregnancy, ' 
Medicaid is ^the only source. This is particularly tnie of pregnant adolescents. 

The failure of 18 states and. 2 territori^ to provide prenatal "care and proper 
nutrition through Medicaid can onlv result in the continued high rate of U.S. infant 
mortality and no real reduction of birth defects, mental retardation or low birth- 
weight babies. It is vitally imoortant for Cxjngress to make this change in the 
Medicaid provisions ao that all low income women in this county wiU now be 
eli^ribli^ fo;: prenatal, cayre. We urge adoption of Titie 11 of S. 1204. 

STATICS AND TKKSITOaiKS WHICH DO NOT MAKK PAYMENTS UNDKK MKDICAID FOR 

PRENATAL CARE 

Alaska, Arizona, Arkansas, Connecticut, Georgia. Illinois, Indiiana, Iowa, Ken- 
tucky, Maine, Mississippi, Missouri, New Hampshire, New Jersey, North Carolina, 
Oklahoma, Texas, Virginia, Virgin Islands, and Puerto Rico. 

Stati^mknt ok thk American Dental Hvoiiwisrs' AssociATfON 



mittee. 
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^ The American Dental Hvgienists' Association is pleased to submit a statement on 
S. 1204, the Chiid Health Assurance Act, presently being considered by the Subcom- 
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■ -Assooiatioif Bolicv has long encouraiged the enactment vof federal .he^th care 

: ; we^Ssiastically Bupport.pwgrams yWch direct h^care to' ^^'ir^.lov^ , 
, income families etofe to Sve Medicaid a«ifitance. However. .the^^««f 
believes that any such program »houid include dental care as -an mtegral, part^f 

< '^Si'^Stf ^ inadpaaate dental health care on children are^(^ overlooked. 
: Children Slnt^^ sy«^mk infections ^l^t . 

dental disease. Premature loss of primary teetti decay and neglect can ^ 
aeri^Iv de^ioienatal to the growth and quality of a chUd's permanent teeth. Loss , 
-^ff'^^mSn^Sai forlS dis^^ 
^' - tSly EX to a child. Children with dental disease and nmsing teeth cannot . 

ffiw f2,dpn5^rl| Which may result in digestivejirobiems as well as poor nutnUon 
. ' Ss. FHirthe^Tnore. imprbpir <»re can mean tha^ a yOuptf child must cope with 
i*"' ' dentures to maintain normal chev«ng find diet. , j ^ i j 

' . : Yet, d.ptaJ- disease is dearly preveqtable,-Routine preventive dental care and 
tfSentVchUd,*n cah stave off tooth deday and pen^ontal d^ 
r oainful debilitating and expensivfe to treat if left unattended. This last^ 

- n^rLSli o^^remphMi2edr prerori^^ dental caye is known to 'be a cost- . 

^' Eti^hSl^ Il^^ti^ this point is the ChUdi^n's Comprehensive 

^ gSHSh Pt^m implement an^ j;ded {S^I^^^^S^^^S - 

.1974 and 1976. ThiS program, aptly named the T^pth Faiiy4»rogram am was 
dim:^ toward children of low and middr^income famihes. An evaluation report of 
this c^anl has how been, published and the findings are w»ificant. ^ , 
.^^P^Qort notes that "the total cost of the Vermont- program waa$p),QpO, . 
- S^SooT^wWch^p^nted payment to dentists for aen&l care (80,000 services 
. for ift cMd5en^^r$mm sjient fo^ program administration total 
Sinufllcost of ^he TF^ wa^ equal to'^O.S of one percent of fhe state budget 
• S aS^m w^ considered Vuccessful by the famnies ef enrollees 97 per^nt 
reS J'^S^onlfnUaticm of the TFP) and also by Vermont dentisb (88 Pen»nt 
SwTdS^suS^rt). In a state with a preponderance of rural towns and village^ the 
- - Kfor denS care was substantial (48 percent of the enroliees had Jiever received , 

dStollaS orhSlxSenced only emex^ency ,G^re; 32 percent of th^ enroliees had 

' " :/X;^Son"tSirtt-rt^^^ that the Tooth F-y ^Pn^am demoto^ 

that denSlexpendituns decreak after the initial year of treatment. In the TFP, 

■ ' Sd year enS Sumed an average of $54 iniental services. The same g^^^^^ 

in- dental services i^ the previous or second f f iSlSl^e 
^^^Zu^r^ nf .pvu^nditures after two years- ^nroiimept in the li^r). i«Wner, ,tne 
S^am deLS^Si IStIhe rate of school referrals declined from 4Q percent al 

: • . * '""IhTllZ^Si^^^'^^ fiiextremely important, for federal pr^^s snch 
as CjIaP to include adequaU^ provisions abd financuil. support for oral health ^ 

^rvices The current -l^arly Periodic Sfcreening, Diagnosis and Treatment Pror . 
^am S provid^Sthl^^e for Medicald^lipble ch^dren. has been s upsh m 
•■ ■fr^vidTnK%flSS lid grossly und*rfmanced:Ve ore pleased that dentallare is 
Sa^T^e bill Tow bein J reviewed by the Subcoinmittee althoi«_h .we fee 

. . Sroily^liat incentives to statSito improve ^''^^i'^^S childreri's preye^^^^^^ 

care should be at parity with other health care '^r^^^VJ'^Jf l^^^ o^L f^S' 
Furthermore we support the position of the American Dental .Association Chil- 
dre?s lSfen«. Fund- ^id otherToups which have testified on S 1204, that reim- 
bui^eme^ Lections and incentfves should affect only thot* funds earmarked for 

• .. • adStratWe cU, rather than tho«e for outreach, assessment and continuing 

-''inSt'i^n while we applaud the Administration's proposal to standardize el igi- 
bimy miuiremeBts and b^ therh solely on income thus allowmg children oftwo- 
. pa ent^""^^ to become eligible, for care, we^ support W ft dffi^ 

thirds the level of the non-farm income poverty Ime as e^blished by the OtHce ot 

. ^^e"^ru1d'irk'?t?"mlke a final point on the importance of the outreach portion of 
• thpCWld Health A^urance Proj^am and how members of our prof^ion could be 
, the ."f^^^ gJae Again citing the Vermont Tooth Fairy example, 

'SSof iudy that projects which exhibited the 

> foHowine featur^ had the greatest patient participation: Convenient location; flexi- 

• bt hoC™! out^lch and follow-up programs; pleasant Atmosphere; and seriously 

. "' '^'w-rilfdtS^'lny'Somenting rutes and regulatione .would require that pro 
■ ,. vider TpplicuiTbe evaiuat^l on the basis of staff s,nd equipment as well as these 
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ulK)vtMneinion^^ cnU^ria which so co^trib^ted to the success of the Tooth Pairy 
i rogram. buch a comprehensive evaluation of provider appliciantfi vtrould help insure 
tniproyed child Kea It b care and incn?ased prqgram 'participation. • 
A primary concern of Association memberAi advocating a proposed ChiXd Health 
Aiwurance program is that ail children eligible for serviceti uncfer the Act will be 
' reached. One of the weaknesses of the Ef>SDT prc^m the complicated and 
unwieldy eli^^ibility ^tandardy. We are pleased i\mi ihme ^t^iidards have been 
• f^^^^^l^'^^"^'^'^-^ ^^^^^^ HeaJth Assti ranee propt^k^fore the^^ticbni- 

./Anothec weakness of the' pre^nt EPSOT^jrogriim is that ai] health screenii^ 
are^dor^e by phy&iciansi and nurscjs who. despite their knowledge and training 
not oral health experts. ADHA endorses the direct referral concept In each of the 
bills that rtKiuires state health officials to maintain list* of particijiiting dentists 
. Who will provide CHAP services. , f e 

^ , "^Regist^red dent^il hygieriists should be considered as part of the paUmtiul solution 
^• ta. the problem of access to dental care— they are academically prepared and li- 
-cens^ to provide preventive care^ ptid therapeutic services. Therefore they are a^- 
unique manpower resource in the dental profession atid are qualified to work with 
dentisLs in providink^ the highest leveJ of preventive dental care to Medicaid-eligible. 
children, binc^ many states authorise hygienists to perform preventive and thttra- 
^.pjjutic si^rvices^ schptji^^ penal institutions and nursing homes, it would 
toln^H^rate hygienists in an innovative outreach program 
unde^ ^Mj M gr^'- ^ . .F - . - ^ _ ^ 

It KM-the Ass<x'iation s opinicA^that -the public health policy view encbmpassed in 
tUv UiAV [iropo^iik. which holds that dental care and preventive oral health 
services are, an mtegr^l part *nhe total health care of the nation s children is a 
sound policy. It is a policy wl*h we believe will be endorsed by the Cbngress We 
bijluA^e that the investmer;i^f public funds .in. a total preventive health 6are- pro- 
gram tor disiidvanta^^ra^hildren' i« cast^ffective insurance . for the future cood 
health of Yhe next j?<Jj)^t ion of Americans. - . 

FKH^RAtlON OF ASfKRlQA , 

Mr Chairman and membt^rs of the sUlKommittec, I arp^F^ye Wattleton, Pn^ident 
of the I lanru^d Pa rfnthcxxi. Federation of Amcjrica. Founded more than (K) years ago 
by Mar|;arct Sanger/ whose rentennial ' birthday is bfing celebrated this year 
R{ann(,^ ParenthmKi is the I'lation's oldest and Ni^gi^^t voluntary family planninR 
organization. In H)78, its IH^V affiliates in 4:1 states und'the District pf-Columbia 
providtHi family planning inLucation. counseling and medical serv^ices to 1.2 millicin 
AnitM'icans, including 44,>,0iH} ttn^nagers. * • • 

'....^ We l)eliCve the knowledge a<td eKjHTionce acquired by ptiWic and private agencies, 
including our own, ir} ^uaTs^sfuliy providing family plannnifi: t^rvicen to over a 
milljon adoips^enUs viK'h yihit cm help chart broader prpgram» to mt»et the health 
neiKls of oar nation '.s young \XH.)p\e. Accordingly, the t'tKU^ of our statehumt will be 
on' .services for ^uiok>i5r£«nt^ thr^gh "the Karly and PtViodic Scn»eniiig, Diagnosis! and " 
treatment Prugram/Child FiwHli Assurance Program (EPSDT/tllAP). 
. Mr. Chairnian,-40 perceut of the million Americans under the age of ^0 are in 
their tiH«ns that i.s .7 million tin^hagen^.' U we are serious in our desire to promote 
preventive health care/ there in no more, imjxirtajit group in our fK)pulation than 
these young |.>i*ople-who-are forminK life-long health care habits. 

Ad()ii,*6centii, as you know, /kre a„ generally healthy group. The leading mius^i^ of 
death anions tlu'rn are accidentia, homicide. Mnd suicide. Yet,4his doe^ not mean 
that they have no nmi for health care. For example: 

4 i^milHon younR women aged IT). l<r are t^^xuajly active and in nefd of 

. contracepttve care to avoid afvunwarrant^Hi pregnancy; ^ ^ ' . 

1 million young women In^corne pregnant each. year' and require pre- and jwst- 
natal Cart' or alK)rtion services: * . ' ' ; ' 

' IJS Bureau of Hit* (Vpkus PopuiaUofi estihuit<>?< ^jnd pmjet'tions. Curn^fU Population R*>p<)rts 
Seri«»s P If.'), No H4:i/l.rs ( ^hvcrnrr^ent Prifitin^^ Offia*. January !i^7T 

■ M'H. l-Vpoftnient of Health, KxfurnDon and WcHare, Public Health KS^Tvice, Hrnlth Services 
AdrniniHtrancnj. HtKcau iit (onimufiity fiealth S*»rvices. AppnKichvi; to AtioU^iTnl Hvalth Cnrv 
in ihr If^'^Os. V S (Jovernmrnf rrintinj.; DiTitv, 1*J7:» 

'M/)V UryttK^s and Tom Ih^rnier. "(^Hitfacj-ptivr' ivTvices for AdolescenUs: An Ovrrvjww"- 
F{jr?uJv Planntn^ fVnf^H'ctirr^. Vol If), No 4, pp ' , ' 

Hliri?it(/phrr 'V\v\/.i\ "TmMia^'e Pr^*K'nant'it»s Ixn^king Aht'ad to l!)H4." Ftimii\ IHiinnina PtT 
sfxriii'*: Vol in. No 4, pp. ;^or> 20V ^ 
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at least 2.7 miiiion teenagere n6ed treatment for venereal disease; * 
between 2 and 3 million teenagers have alcohol pnAlems; * . 
according to the Pn^dent's Commission 'on Mental Health, the need for 
mental health sejvices is disproportionately high among adolescents, yet they 
are one of the mc^t underserved population groups.' • 

And. more than any other age-grcjup. they need health education and encourage- 
ment to me preventive heajth care services. However, left to their own devic^ 
adolesceni^i seek ohly thc^ kinds of care they absolutely need and want Part of the 
reason for this is'fhat the special needs of youth are, to a great e^nt, n^lected m 
aur nation's health programs. Federal health programs— and EreiJr is no excep- 
tion— have traditic^nally focused either on adults or on young children, faiiiiig to 
retoRni^e that adolescents have unique health needs. The result is that relatively 
few young people receive .care, . j u 

Althouf^ tl>e EPSDT program is designed to provide regular screening and heaith, 
treatment for Medicaid-eligible children and youth up to age 21, m^practice Uie • 
program has been oriented toward infants an^sn^^li children^ Some of the reasons 
it does not effectively reach adc^escents are: that the prc^rom s goal of identifying 
and treating potentially serious health problems is at odds with iuioiescent health 
needs- treatment is provided primarily, m comprehensive settings, whereas adoles- 
cents tend to gravitate toward programs which provide the specific services they are 
E^eeking; providers who are already serving adolescents, such as fanniy , pi^ 
clinics, drug treatment centers, etc,, do not, on the whole, participate in EPSDT; 
outreach conducted through families rather than directly to young people is unhkej 
ly to elicit participation in EPSDT by adolescents who are generally concerned 
about confidentiality for the kinds of services they need and want; and parental 
consent is required. Pi^rth^nnore, federal regulations and guidelines provide scant 
euidance to EFSDT providers on reaching and serving adolescents. 

It is impossible to determine accurately to what extent EPSDT is actually secvmg 
lidolescents^ince sCiitistics are not collected for any group of children ^ six or 
over However, li)75 datij from South Carolina (where more detailed mt^rmation 
about age is collected) showed that the program fell far short of its^ screening targfet 
for older adolescents.* South Carolina is probably not atypical m this respect. 

For any CHAP bill to meet the needs of adolj^nts, it would have to ensure that, 
aUa.Kunimurn, the following conditions would be met: ^ . t 

. Because of the confidential nature of many of the services sought by adolt^ents, 
confidentiality would have to be, guaranteed. Every effort should always be made to . 
encourage young people to communicate with their families about any care they feel 
the>* need or about services they are actually receiving. However, services cannot be 
contingent upon parental consent or even parental notification where this in ignt 
serve as a deterrent to n^ed services, information must be held confidential and 
rele^i only Jiih the young person's consent, and confidei^tiality must be protectwl 
in establishingVees, billing for services, and notifying families of services provided; 

Outreach would have to be targeted toward young people themselves, ratter than 
just their families, in order to encourage teenagers to seek many kinds ot needed 

^^Sulxsidized servifccs would have 'to be available b^sed'on the young persop's own 
income when he/she is unwilling or unable to have family income taken into 
account in determining eligibility. Requirements for dpcumentation of family 
income (e g by asking a parent for a paycheck stub or other evidence of income) are 
as effective in deterring adolescents from seeking care as are pai^ntal consent 

^^ht^re wou^^^ have to be incentives for a wide range of providers, especially thc^ 
-iHcri are already serving large adolescent caseloads (e.g. family planning and VD 
clinics drug treatment Venters, etc.) to participate in CHAP. Th^re is a clear role 
for providers of amiprehensiue care to conduct screenings and treatment for serious 
and potentiany senous health problems However, for services such as family plan- 
ning and drug abuse or VD treatment, tetmagcrs tend to graviUte toward agencies 
which provide the specific service they are staking ratfier than comprehensive care. 
Thu^ to na^K^t the full range of iidolescents' needs effiK^tively, all types of orovideti^, 
including, hospitals, health departments, fre>e-8tanding qluucs, t^tc, would need to 

^IkiUc^^ion and counseling would have to b*? reimbursable si^rvices since adoles- 
cerHs often need detailed infof rhation to understand their situaton and to appreciate 
the principles of preventive health care; , _ 

^ Ameriaui Social Health As^K-uition, pi^rt^mai communication. 
X* Third ReiXH'i on Almhnl mid Health. Omce of the SiH-retary of OHRW. '\^p^\}}li^ 
' lUwrt to the }Wf<idvnt fnmi The Prvsideni s C(minuii.Htan vn MvnUd Ilmltk H'^H. 
" Children's EVIVnsc' Fund. EmHT /^h's^ // Sjwil Veulth Carv for Pixir Children;' 
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Provision should be made for iervic^ to be provide in age-specific settings whare 
this is poesibie. Young people feel isolated and out of place*in pediatric settings as 
well as faciliti^ which serve the sick and ailing,^ * 

^ Based on the necessity of complying with these "thn^old conditions" in order to 
attract subetantial numbers of adoi^cents to the program, you will appreciate, Mr, 
Chairman, that S, 1204 will not result in any significant increase in service levels 
between EI^DTiand CHAP as far as adolescents are concerned. Meeting the needs 
of this pojpulation would require extensive revisions in the bill. In order not to 
jeopardize passage of this important ptc^am fay^mBarting on ^uch radic^ reforms, 
we do not recommend" action to stret^hen CHAP witn regard to ' services for 
adolescents? at this time. We do^ however, have three recoinnjfendations fqr action by 
this, subcommittee: ^ 

We urge you to acknowledge in report language tljat adolescents* needs will not 
be substantially ij^t throug;h tHAP, Such language would lay the foundation torn 
future action through CHAP and/ or other programs td t?n prove services to teen- 
agers; — ^ 

We recommend that the provislBn requiring all states which participate in the 
Medicaid program to provide coverage tor first pregnanci^ be adopted this year. 
Currently 20 states do not provide such coverage:* While this provision vould 
benefit a great manv poor women of all ages, it would be particularly important for 
aaolescents, mo^t of whom are pregnant for the first time and, ^U- too often, have 
very limited financial resources. Given the importance of ea^-ly and Regular pfenatal 
care in improving maternal and infant health, this provision could have a signifi- 
cant impact on the ouicome of pregnancies to adolescents who constitute a particu- 
larly high-risk population. We take this opportunity, however, to voice our concern 
about the contmumg stringent restrictions placed on Medicaid funding for abortion 
in the annual Labor-HEW Appropriations Dili. The so-called "Hyde Amendment*' 
has a particularly harsh impact on adolescents who, prior to enforcement of restric- 
tions, had obtained a third of all abortions nationwide. Since teenagers are less 
experienced than adults in the effective use of contraception^ they are more liktely 
than older women to need abortion services arid, because of their general lack of 
independent financial resoufces, they are disproportionately dependent on public 
fmancmg. Any public policy ^hich does not allow individuals in conjunction with 
'their physicians, to make ii^ee choice with respect ta childbearing is both crtael 
and myopic. When the individuals affected are very young, the impact^ is specially 
severe. The adverse consequences of early childbearing — health risks for mother -ijnd 
infant, the likelihood of curtailed educational opportunity and welfare dependency, 
etc. — may effectively jeopardize a young person s life chances for many year? to 
come. 

We also suggest that CHAP providers and DHEW be required to collect and 
compile data about services provided to adoleiJcent«. The current data system vyhich 
places all youn^ people age six and over in a single category is entirely inadequate 
when one considers the many devrfopmental stages which occur^ between' ages six 
and *2L We would suggest the following age break-down as the minimum acceptable 
standard: ages 6-. 12, 16 and 17, and ages ^8-!^ I, . 

Mr. Chairman, EI^DT/CHAP is but one example of a program which purportii to 
provide for a broad range of the health care needs of children, including the older 
age-group, but, when scrutini^^ more closely, turns out to be directed almost 
entirely at very y^ung children. The Maternal and Child Health and Community 
Health Outers programs are two othe^ cas^ in point. Adolescents have been short- 
changed long enough. We urge this subcommittee to turn its attention to the 
comprehensive health care needs of tetniagers as a priority in 1980, We will be glad 
to assist in that endeavor in every way we can. ' ^ 



Dklta Dental Plans Association, 
' , Chicago. Ill, July 5, 1979. 

Hon, HERMAN K; Talmaixik. 

Chairman, Sulx^ommitiee on Health S4'na(e Finance, 

Russell Senate Office Buildini^, Washington. DXl V 

Dkar Sknator Ta!JMAu<}k; Ab it was not possible for the Delta Dental Plans 
Association to give testimony at the recent gejiate Finance Committee hearings on 
S-12()4. The Child Health Assurance Act of 1979, 1 am taking this opportunity of 
providing you with a copy of th? statemetit that was prepared by Dr, F. Gone Dixon, 
president of the Deltii I>ental Plans Association, , 



'Office? of FhitjiIv Ansistance. SSA, DHEW. pontonAl communication 



Mav I particularly call your attention to the enclosed soind-bound mat«rt>i.ffhirh . 
deecribesTunique and succ^ul program m„the state of California which prwioes 
dental care benefit* to 2.8 million Title 3aV Medieaid^recjpients. The pro^a 
which is undetwritten and administer«i by California Dental bervice, the Dfeita 
Dental Plan of California, has been in effect for five years and has 8ua»s«ftilly 
blended the fee-for-service system with HMO coat containment moentives. 

The "Denti>Cal" program as it is known has be«n responsible for the delivery ot 
dental care to both children and adults on a broader basis, has increa^ 5*^^^°": 
ity to dental providers fpr eligibles and, at the same time actually |)wered the c^t 
pir beneficiary r^eiving care. The California Delta Plan admmistrative rateis 5.5 
• of the program's total dollars, a remarkably" Jow rate for a dental Pf^grmn- 

It i8 our contention that any qational program that provides health care benefits 
for poor people should include a dental component. The Delta systejn has demon- 
strated that an effective, coiit-controiied; quality program can be provided to the 
tooor through a partnership of government and the private sector. We urge your 
close ex*nination of this material and its potential in prpposed national l^ation. 
If you or your staff would like any additional informatiop or data, please let us 
know. * -. ' 

S^^^'^^y- JamksBonk. 

Vice President, DDPA Affair*. 
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STATKMttNT OF Vh£ DbLTA DkNTAL I*LANS ASSOCIATION 

Mr Chairman, I am Dr. F, Gene Dixon, of San Mateo, California. I am Pmudent 
of the Delta Dental Plans Association with headquarters in Chicago, llhnois. lax» 
here representing the Delta Dental Plans Association, the national coordin^ng 
acency for the country's not-for-profit dental service corporation svstem which tb^y 
p?ovicL prepaid dentel care programs pn a p^up basis to 15 million subscribers m 
both the private and publicly funded sectors. • , 

The Delta Dental Plans Association strongly sufascnbes to the goals of this legisla- 
tiofa A national investment in the health of children who are m need is long 
' overdue Our statement will deal with those provisions of the legislatum which are 
our particular area of cop^jetency and Experience, deptal care- 7 . . 

Thedentai profession in the United States and m most other countries, of the 
world has long recommended that, because of the special nature of dental diseases, 
the development of a dental program for children should have a priority call on a 
nation's r^urtes.' It is generally accepted that the prevention and control of denta^ 
diseases in the younger age groups represents the most significant contribution to 
bnTterm iJral hedlth aTwell aTthe most effective long range use of economic 
resources in terms of treatment cost- r t i. • i -um 

In the second part of mv statement starting on page 5. I hav,e included some 
details and historVof tht? Delta Dental Plans and their ,25>ar experience as the 
originators of pre-paid dental care m Ajnenca. 

Mr Chairman, though as we will indicate, the Delta Plans ^fyj'°^± 
ing dental benefits to several million Americans under various fedc^ral and state 
KolernnSrU programs, we wish to discuss the program m Cahforma became of ite 
H^^ial relivlncf to the legislation beWre you^ At present, the ^;l^s2h^ 
is oroviding dental benefits to 2.8 nnlUon needy persons under Title 19 of the bocial 
Security Act. This five years experience indicates the potential of the I^elta ap- 
Sch.^ Accompanying my statement is a documentation of the C^itornia experi- 
ence which IS cSed Ifenti-Cal. You will see the impressive growth the numberof 
d^tists who^ire rendering care under the program. Needy children seek and 
r^civrdentjicare in the private offices of dentists throughout thel,ength and 
wTdth of that -state. Note particularly, the figures on the Mncrt>af<In senvices 
providtS to children. During the first three years of the program 1.2 million needy 
chSn received dental care. The auality assurance program, cost effective admin- 
> strSn andVhe othei- accompli^iment« of the program are set forth .11 he 
SLffi document^ This actual record of exncrience 'should recommend itself to the 
Con^s ^ a desirable means for agcomp'lishing the purposes of the lej^s a ion 
b^fofeyou. To achieve the goal of ass«-ing a comprehensive-preventive dentel care 
program for' children, the experience of the Defta system recommends that the 
iiroirram should have the following major elements: • . ^, ^ ■ . 

^ T a ptZ^Jt agreement, such as the participating delist agreement that exisU, 
' between member dentists and their Delta Flans, In the Delta, system a participf 
S dentiBt U a licensed dentist who > has signed a service agreemen with Delta^ 
Under this agreement, the participating dentist agr^ps to orovide stipulated servicps 
to eligible subscribers. He also agrees; to preiile in advance his individual fee 



schedule with the Plan, and td permit verific^tloh of th^ fees; tV b^ bound by 
established methcxis of determining fee ranges and to accept payment as payment- 
in-full for services renil^ered to eligible subscribers; to complete and submit treat- 
ment planning forms, when appropriate, for predetermination procedures and for 
contract benefit determination; and to cooperate with state ^r local' peer review 
committees or with cotisuUants designat€?d oy the PJan to rp^ew ^le appropriate- 
ness and adequacy of ^re provided. . ' * > 

2. A comprehensive scope of benefits including full dia^^ic^^ic, preventive, em^- 
gency and baisic operative care. Any limitations or exclusions placed on the scope of 
^^nefits should be a reflection of generally accepted dentai practice standards. The 
following benefits, identified through Delta experience over th*e years, are suggested: 
Diagnc^tic and preventive benefits including examinations, radiograplis, prophylaxis 
and topical fluoride applicatiDns, emergency care for the relief pf acute conditions 
and pain, spg^re maintainers. Otal surgery services. Restorative services including: 
amalgam and plastic synthetic porcelain fillings; stainless steel or acrylic jacket 
crowns to be provided when teeth cannot be restored with above materials, Endo^ 
dontio s>ervices. 

All other services would be authorised only when professional evaluation of the 
radiographs or other documentation subs^-^ntia ted the necessity of the service. 

8. The administration of the program should assure the quality of the service 
provided, and at the same time, provide cost-eflective controls. These procedures 
would include the routine checking of fee profiles of individual . providers, the 
examination of all treatment plans and their documentation to establish the jieces- 
sity of service and the utilization of computer edits to compare previous patient 
history with current treatment to identify duplicate or incompatible Services. 

The data base* of s^ental treatment should be used to generate profiles of provider 
piitterns of care. Cross checking of these profiles should make possible identification 
of any instances of provider or patient abuse of the program. In addition, quality 
assurance and cost 4X?ntainnient goals can be served through a utilization review 
system that would provide routine clinical examination of a representative patient 
sample before and afler treatment. These examinations Should^, be performed by 
practicing dentists serving as review consultants in the community where the 
patient lives. The results of these clinical examinations would, in efl'ect, reprc*sent a 
'second opiriion" on special crises regarding treatment and would produce valuable 
information to determine the necessity and/or quality of services. 

4. The fourth, major elemervt should Ix* the employment of a provider reimburse- 
ment system which would be consistent with the program's goals of accessability, 
single level of care, quality of service and containment of program cc^t including 
treatment and administration. Through, the use of a reimbursement system based 
on ihdividuahprovider iee schedulers developed from the collection' of verified pre- 
nied fet* listings, a i'c^t-t^fTt*ctive as well as accessible delivery system can be operat- 
ed. The fee paid to a participating provicLer Jis payment in full should not exceeti a 
prevailing level of ftn^^s filed for providers of similiir training and expi»rience in a 
given geograj)hic area, ^uch a?i aliowance level would ensure broad provider partici- 
pation and concommitant wide patient accessibility to service, while ni the same 
time stabilizing the fi.sca! integrity of the program. 

f 

PROPOSKD' f»H(K;RAM ADMINISTRATION 

A program of dental care for Medicaid eligible children, bast^i on the unique 
administr^ative methods develop€?d liv CDS--l>eJta I)<*nta] 1'lan of California, over 
the past five years in their successfiil fX'nti-Cal pro^fijjt^ could Ih' made available in 
all states-under the auspices of the I\'lta I>onUil Plans Ass<K'iation 

The program envisioni*d would involve an interplay b<*tweH'n four disi'rete entities: 
the federal govern rpent; a design a tcxl slate governmental agency, the I)<*lta fX^ntal 
Plans A,ssociation and the state Delta lk»ntal Phm, the broad general responsibil- 
itiey of each of the entities describetl above wauld bt* as follows; 

Federal (lOiernment.- 'Thi} role of the federal gOvefnment under the profH)s*Hl 
program would be tb develop appropriate legislative and administrative guidelines 
for the pr'ogram to ensure the unifornuty of all asiHK'ts of the progrfim nationwide. 
This would' als<5 include oversight responsibilities to fissure that the state agencit*s 
are carrying out the functions and detaikxl adm in in t ration as descrilxxi in the 
legisUition 

Tlie federal governmerit would contract with the Delta IX^nt^il Plans Association 
directly to serve as national C(x)rdinat()r for the prygrani. DDPA wouki, in tiarn, 
serve as t-he accrediting and approval agency, to assure that the appropriate stand- 
ards and guidelines for program administration were Inking adhered U; hy its 
meml^er Plans. 
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Stat* LHiV€rnment.-k d«iign«ted state governmental agencj^nder the oversight 
of the federal governnient and aubject to appropriate federal reguIaUons and guide- 
lines, would s^rve as the disburser of funds allocated for t^aatiaent co«ta and 
^ministration of the program to the state Delta Plan. ^ ' ■ „ 

State Delta Pian -The role of the state Delta Plan would be to adminwter the 
oroKram and provide the approved dental benefits to eligible children within it& 
area of operation under the guidance of applicable guidelines, regulations and 
mehibership standards of the federal and state governments and its national associ- 
ation respectively. The state Delta Plan would maintain its contact and relation- 
ships with its member and participating dentists and provide appropriate periodic 
reports as specified to the state, federal and association agencies involved. 

Delta Dental Plam Associatioiu-Jhe role of the; national Delta orgaftsation^ 
would be to serve as prime contractor with the federal government on behalf ol the 
member Plans of the Delta system, and to serve as national coordmator for the; 

*"dDPA would also serve as the accrediting agency and approval body for ita 
member Plans in order to assure that government guidelinp and association mem- 
bership standards are being followed and complied Within the adnunistration of the 
Dro«ram DDPA would maintain direct contact at the federal level and provide all 
ne<x«sarjr data, reports and records required for the administration of the program 
nationally , ' ' ^ . ' 

RKCOMMKNDATlONS ' 

We urce that the legislation be structured so that it giv^t consideration to the 
major elements we have outlined and which we belitvc are essential if the purpose 
of the legislation is ,to be fulfilled. , •* 

PAKT II.— DLLTA DSNTAL PLANS, THSIK HISTORY AND SXPKKIENCS 

The Delta Dental Plans Association, is the national .coordinating agency for the 
country's not-for-profit dental service corporations. It was incorporated m m 
the State of Illinois as a not-for-profit trade association. , . . 

The object of the Delta Dental Plans Association as defined in its bylaws and 
membership standards is "to increase the availability of dental services to the 
Srby encouraging the expansion of dental prepayment programs admfniiitered 
through nonprofit dental service corporations, and providing the means for active or 
SSte members to cooperate witKthis Clorporation in providing multistate and 

"^Mo^tUn 2fyeam^ago, the American Dental Association and individual state 
dental societies awarelf the massive needs of the Ammcan public for dental 
treatme^ iS^ encouraging the formation of dental s^ce corporations to pro- 
vide Jroup programs <in^e various states. Since tfien, , dental societies m nearly 
every state hale tahfen step** to incorporate and act vate dental service nans. 

These Plans formed itr 47 states and the District of Columbia which adopted the 
"Delta i>ental "Pian" name and symbol, are presently underwriting or administornig 
dental care programs for an estimated 15 mSllion Americans under both private and 
publicly fundS program, in all- M states, The Delta system annual premium 
volume has been projected to reach $040 million during 1979;^ 

Whit formed and supported by the organized profession. Delta Plans are aerate 
prepaymcTorganizatiofis under the jurisdiction or replation of state insurance 
commSne,^ or attorney generals. As such, Delta Plan boards of directors are 
hrThly cogtii?^"H of their multiple rt^ponsibilities to program purchasers and sub- 
Sitifre T addition to the providing dentist* who have contracted to deliver care 
under the ts-fcis of Plan programs. Evidence of this concern can be seen in the 
Lomp^xsiHyT5f Delta IMan boards, nil of which include significant consumer rep«^ 

^iSta Dental Plans, as a result of their Hupport by the dental profession and their 
unique contractual relationships with private dental practitioners, provide service 
Sfits to coVered^'subscribers, in contrast to indemnity dollars or fee sdiedule 
nuvmenU? to cover the cost of care. * . , . ^ ^ \ u 

^ ffita Di^ntal Plans design their programs to provide maximum dental care bene- 
fit!, to sulwcribers at reasonable cost. No portion of the Delta mcome doUar is held 
or dividends to share hr,lders. All funds rcH^eived by l^lta Plans are used to pay for 
SvicerrendertKi to covered subscribers and their eligible dependenta and for ad^ 

"'EweT lfu>^DeUa^Jv8tcm' successfully pioneeriKl .such innovative cost contain- 
mtS and quality iissUrance pr^ocedures as a fee concept ba.sed, on filed and verified 
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fee profilon of individual participating dentiatJ*, "pr^e^i*niination" of propofied 
treatment and pre- md po^t-treatmont review of prbpoeed^ or a^mplet^l ci^. 

Delta -Plan administrative techniques, which iiave evolvent from, a fimt-hand 
awaren^ of the ''elective" character of most deiital treatni^t,^ embody a cmi- 
containment phrlcwphy most visible in the determinatioh orcov^red benefits by 
^ Plan dentaLdi rectory and oonaultanU. Baityig their claims^ processing polices on 
professionally accepted standards of dental ^-are, Plan professional supervision per- 
sonnel are able to cjpit rol elTectively areaft of program over-utiii^tion, non-esaential 
and repeat servicf^ and areas of potential abuse, exercising a level of cost-eilective- 
ness not presently available from other carrier ertUti^. 

These characteristics of the Delta Etental Plan systeni have captured the inten^t 
and attention of informed purchasers in private industry, organi^sed labor, as wqU^ 
governmental agencies at the local, state and federal levels. The Delta sy^tepi 
presently provides group coverage for more than one of every four Americans with 
prepaid dental benefits ^nd is' the largest single carrier system f5r dental coverafl^ 
in the United ^tM^. - . < 

In addition tn^rving millions of Americans under private programs for corporate 
employees, uniodtf "^membttrs and their dependents, the Delta system has also be<n 
responsible for the administration and delivery of care to eligible i;e<?ipienta of" — 
public assistance under ^ variety of tax supported health care programs. 

For many years, the Deha S3rstem has been thij fiscal intermediary for numerous 
publicly funded programs throi^hout the country. These pn^ams administered by 
state Delta Plans have made possible the delivery of dental o^re to the medically 
indigent, particularly the child population, on an efficient and cost-efTeCtive basis, in 
the private otTice setting* Thaje pn^ams have demonstrated the ability df^a non- 
governmental system to deliver ^needed health care services to this ijector of the 
public, with provider involvement and coopertUion, without necessitating the ex- 
.penditure of tax dollars for the construction of c^tly clinical facilities by federal or 
state government. r - , 

Delta Dental Plans in some 23 states are presently' covering nearly 5 million 
Americans for dental benefits und^r federal and state programs includirife over 3 
million under Title XIX Medicaid, and others under Veterans Ajdministration pro- 
grams, the Indian Health Service, ProjArt Head Start, migrant worker prc^ama. 
Job Corj:^, state employee prt^ams and host of others. ^ 

In addition to providing benefits under publicly funded programs, the Delta 
system, nationally, covers an ei^i mated 10 million ^American under private pro- 
grams, incfuding more than one niHlion United Auto Workers and their dependents, 
hourly and salaried employees in the Aerospace, Tire and Rubber, meatpacking, and 
other major induatriaj. Delta sul^rlbers constitute a cross section of Americans 
fVom all walks of life, and fields of endeavor as employees of major corporations or 
medium or smfiiU companies or servii*e organizations, -i* , 

Over the past quarter century the Delta Dental Plan system has been the choice 
of a number of major corporations and international labor, organizations as the 
tmderwriter and administrator of group dental programs for their employees and 
me;mlx»rs. Thet^e programs, many of which evolved through the collective bfirgaining 
process, incorporate benefit designs, cc^t and quality assurance mechanisms, arid 
other admih'istrative procedures pioneered by the Delta system Over the years. 

An outiitanding example of a saccossful dental program covering a large number 
of siibscriborR is that which was negotiated in the auto industry in 1973 by the 
UnlttKi Auto Workers. Today, well over a niillion UAW members and their families 
rcxreive dental bt^nefits under Delta proj^ranis purchased by General Motors (\)rpora- 
tion and Chrysler Corporation in the states of Michigan, Missouri and Californfa. 
The lJA*W-Auto Program has biH:ome a prototype for similar dental programs in a 
number of major industries and ha.s been responsible'torvelevating th? level of oral 
health for literally millions of Amt'ricans. 

Other major corporations and unions th^at have selected Deltii programs fhclude 
Hockwell International, Kaiser Steel, Lockhead Corporation, McDonnell Douglas 
C'orporution, Armour & Company, Western (Jreyhound Lines, Northrop Corporation, 
Crown Zellerbach Corporation, Goodyear Tire and Rubber Company, the Interna- 
tional Association of Machinists, the Unit^Jd Rubber Workers, Oil Chemical and 
Atomic Workers and others. " ' 

The Di^lta DentaM'ians Ai^soi^jation apprt'ciates the opportunity to prt'sent our 
views and recommendations in ?'espe<:t to this legislation. We ask that our st^ite- 
mt^nt l)e included in any published dcK' union tat ion of this hearing. We would be ' 
plrase<l to be of any furtht*r lissistance to the commit^^ and the staff. 
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« STiLT£MENT OV TKK CHILD WklFAKS LkAOUE OF AMERICA 

The Child Weifare Leai^ue of America has long beea concerned with the welfare 
of children. We. therefore, welcome the opportunity to comment on S. ISM, the 
Child Health AssuYwih^ Program (CHAP). We thank the Subcommittee on Health 
for your consideration of this bill. At prei»nk the h^th needs of 11 million poor 
children are in quention. The proviaiona in CHAP will hefiin to improve their 
situation. - , , 

The Child Welfare Leaifue of America, eetablishe* in 1920, ia the national volun- 
tary organization for chud welfare i^encies in North America. It is a privately 
supported organization devotii^ its etrorts «)mpletely to the improvement of care 
and services for chiidrei!. There are nefiu-ly 400 child welfare agendea directly 
affiliated with the League, including representativ«i from ail religious groups as 
well as non-sectariar? public and private non-profit agencies. ^ 

The League's iiwrtiviti^ are diverse. They include the activiti^ of the North 
American Center on Adoption; a specialixed foiter care training progmmj a research 
division; the Hecht Institute which focuaea on Title XX and related service*; the 
Office of Regional. Provincial and Stale Child Care A»8<k!iationa— which repraaenta 
a potential of more than 1.000 additional child and family serving agencies in thia a 
Nation; and the American Parent* Committee, which loli>ie^ for children's i^itereats. 

In 1977, the American Parents Committee, which has a special interest in CHAP, 
merged with the Child Welfare League of America and became an advocacy division 
within the League. The American Parenta Committee, founded in 1947 by George 
Hecht, iH the oldest Washington grqup lobbying exclusively on behalf of federal 
legislation for children. , . . ^ . m_, ' • 

As an organisation which has historically attended to l^islation' for children, we 
support thfe basis purpoee of CHAR CHAP, will strengthen and broaden the Early 
and Periodic Screening. Diagnosis and Tri^tment Program (EPSDT). , 

In 1967, EPSDT was added to the Medicaid law as a r^uired »ervi(?e. The original 
focal point was to detect chronic disabling conditions and serve handicapped chil- 
dren or those with potentially handicapped conditions. However, HEW atatistios 
show that only one-third of tne 11 million Medicaid eligible children have been 
screened under EPSDT. and of this one-third. 30 percent did not receive treatment 
for the diagnosed condition. ^„Vr. i • i 

The Child Welfare League of Amenca considers CHAP a legislative mitiative 
which will hopefully meet the health needs of impoverished children in a more 
systematic way. ^ , 

CHAP would maintain the original purpose of EPSDT but also: . 
• 1. Expand eligibilitv to children who are not presently on Medicaid but whose 
families cannot affonJ basic health care; * , t i 

2. Extend dental, vision, hearing, prescription drugs, and ambulatory menUl 
health benefits to all Medicaid children; 

3. Improve the administration of the program so that a greater proportion ot 
eligible children >vould actually receive the health care to which they are 

entitled; * i • \l ^ * 

4. Institute a perforraance^based system of graduated incentives to states 
based on the number of children in continuing care as well as the number ot 
children screened and in treatment; ^ , » 

5 Increase the share of program costs paid by the federal governmentv . 
In addition,U:HAP, coupled with the Adolescent Health Services^ legislation will 
significantlv expand prenatal health care to youn^. low-income pregnant women. 
We woul3 like to comment on specific CHAP provisions. 

, MINIMUM KUGIBIUTV LKVKL 

As currently stated in S. 1204. childrtin in a Tamil v with an income at fifty-five 
percent of the national poverty line would be eligible for CHAP services. 

The t^ii+^ue believes this is too low. We favor an ehgibihty level at two4hirds of 
the poverty line which would be adjusted on a scale according to the annual rise jn 
the cost-of-living. HEW estimates the higher eligibility 1^ would add approximate- 
ly 2.6 million m<>re medically needy children to CHAP than are presently eligible 
under Medicaid's I^I^DT law. 

COVKRAGK OF HARD-TO-yLACE CHlLDRiON 

There is no provision in S. 1204 which ^uld allow States to provide Medicaid 
coverage U) children who arjB available foryfidqption but who also have a hpnd^Cap- 
pinK condition making them "hard-KHpl^" in an adoptive^ home. Under current 
law. an adopted child isn't Medicaid elig»le unless the family m which the child is 
placed, is covered by Medicaid, > 
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Th^ Lcagiitt supports a provision to S, 1204 that would require all stat^ to cover 
"hard-to-place'* adopted/ adoptive children under Medicaid, This action would en- 
courage potentiial adoptive parents who are reluctant to adopt a child with a 
handicapping or medical conaition, We believe expenditure fdr foster 9are would be 
reduced if more families were ^ven this incentive to adopt, 

« CKILDRKN !N |it)6TW CAH£ 

In ita present form/S. 1204 does not include univen^l Medicaid coverage for 
foster children. Current Medicaid law holds that a foster child Ib not M^icaid 
eligible unless h^ or she has been removed from an AFDC-Medicaid eligible family. 

The League believes in the principk? that all children should have access to 
adequate medical care. We also support the concept that the naturi^l parents, 
whenever pofidible, should finance their own child's health care when the child ha^ 
been placed in foeter care. However, if a family cannot do^tK)| and, if the family isn't 
Medicaid eligible we believe there should be a proviijion for medieal care for these 
children. We urge tliat all states be required to extend Medicaid eligibility to foster 
chijldren whose medical needs are not met in any other program or through their 
parents. CHAP coverage of all foster children would help close' the c^Iigibihty gapn 
which currently exi^3t. 

COVKRAGK OF CHILDREN IN INSTITUTIONS 

S. 1204 does not include coverage for children in public or private nonprofit group 
homes or halfway houses. Under current Medicaid law, states may not receive 
Federal matching reimbursement for children in institutions ut^less that institution 
is a public one and for meiiicai purposes. 

The Chijd Welfare' League urges the Subcommittee to adopt a measure requiring 
states to cover Medicaid eligible children in public and private non-profit group 
homes, halfway houses and residential ''treatment cenlgrs. This provision would 
allow the treatment of child's medical or emotional illness without limiting the 
available,care to that offered by a public medical institution, 

COVERAGE OF ADOLESCENTS UNDKR CHAP 

• The current EPSDT program and S. 1204 allow coverage for low-income children 
under the age of 21. S*^ * ^ 

We recommend that statutory cJl^^eport language cite^the particular health needs 
of adoles^:ents, recognize current in inadequacies in services to adolescents, aifd suggest 
that adaptation* in the administration of CHAP expand in outreach and new ap- 
proaches to treat older children and young people more effectively. 

In practice, EPSDT has primarily servki infants and young children, Medical 
personnel emphasize pediatric care. Outreach occurs through traditional adult chan- 
nels, and the particular characteristics of adolescence are not seen as health- related, 
Adolescents need regular comp^hensive medical care. This includes nutrition infor- 
mation, dental examination, vfeion and hearing testing, up-to-date immunization, 
and health education. Statistics on adolescent suicide, alcohol and drug use, preg- 
nancy, venereal disease, and ment<d and emotional problems reveal that for many 
adolesconC, health care and health education came too late. 

KUGIBIUTY OF PKKGNANT WOMEN . * ' 

Title l1 of S: 1204 allows CHAP elipibility oflow-income pregnant women at fifty- 
five percent of the national poverty line. 

The Child Welfare League urges the Subcommittee to set this at eighty percent of 
the national mimimum poveriy level in order to include more low-income women. 

The HEW report, liealtli— United States— 197H, revealed tiiat '%)w birth weight 
infants are at a greater risk of future health problems than ar^ other infants," In 
1976, HEW re|x}rted that 7.3 ptreent of all infants were born with low birth 
weights. Providing low income pregnant Women .with prenatal health care can be a 
preventive health measure as well iis a cost-effix?tve ^^tratt^gy, This provision, in 
combination with the Adoh^ent Pregnancy Prevention, Treatment and Care act, 
would ensure comprehensive prenatal care for pregnant adolescents. 

COVERAGE KOK MKNTAL HEALTH SERVIC^^ 

The propostnl S. 1204 includes cover^ige for ambulatory mental health services in 
community mental health centers and inpiitient coverage for children in general 
hospitals and would allow states to limit the amount, duration and scope. 
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Thi? Child Welfare League supports these provisions. However, wef do not agree 
that states should have discretion regarding the amount, duration and scope of 
these services. The League supportij some inpatient treatment for emotionally dis- 
turbed children. In addition, we strongly encourage the cove/age of outpatient 
mental health services without regard to amount, duration and scope and would 
support this as a requirement of all sUtes in implementation ofeiheir CHAP plans. 

Of the million low irtcome children in this country, 15 percent suffer from menta* 
iUness that could. severely impair their normal development and functioning. 

in order to identify and treat these children, we reconunend CHAP include a 
component to strengthen the outreach done by community mental health centers. 
Community mental health centers presently serve a minority of children and ado- 
leta^ents. Yet, this is the population that could benefit mo«t from early detection and 
treatment of emotional problems. - 

' COVKRAOK l'X)K CHILDKK^ Wn'H DKVKLOPMilNTAL DlSABlUtm 

The present Senate CHAP bill makes no^sessment and ambulatory or inpatient 
treatment for a developmental disability. 

The League would welcome a preventive CHAP measure, Ur cover the diagnosis 
and treatment of children with developmental disabilities without regard to 
amount, durvition and scope. This type of treatment is generally long-term and too 
costly for piirenta to finance. Furthermore, serening and treatment of a develop- 
mental disiibilily early in a child's life can prevent more serious and costly interven- 
tion later, 

Under <,he Senate C-HAI^ legislation, the state would be, required to provide 
outreach S4*rvicey to children and pregnant' women eligible for assessment and 
' treatment. ■ , , i 

We recommend the legislation bo specific as to who may actually do this outreach. 
It hits beim common knowledge in the field of social work that some recipients of 
services will rt^pond more favorably to peer contact than to professionals. The 
legislation should support efforts to identify, thase who can be bek^^ached by 
' paraprofessionals and other alternative approachL^s and tq ensure that ai^ter .the 
initial outreach, there will be some foiiowrup. 

SUMMARY 

. The following provisions niK^d to bi' included in S. 1204 in'^^rdcr to make 
genuinely useful to this nation's U million CHAP eligible children and their lami- - 
lies. Theie features are: * ^ • 

1. A minimum eligibility level at 66 perctHit of the national' fx>verty line. 

2. CHAP eligibility .for all children who are' ready for adoption but have a 
condition niakmg theni "har^c^place" in an adoptive borne. 

iMJniversal and mandat<li. Medicaid coverage of all ioster children, when par- 
ents cannot finance their meO^^l care and when the family they came from was not 
AFIX: eligible. - • - . 

4. CHAP covera^re of all Medicaid eligible children m public lus well as privaU' 
non-profit institutlups .such as group homi^, halfway housi^ and residvntial treats 

nient centers. ■ ^ ^ t 

T), That statutory language cite tht* particular ruH.*ds of adolescents, recognize thv 
iniu^CfiTacies of services to adolescenti^ and riH^uirc expansion of approachtrs to treat ' 
V^fm7 older |.K)pulation of children. 

An cligibilitv level fstablishtHi for low-incunu; pre^aiant women at Htlpt^rcent of 
ihv natioftHl miiunnun jHiverty levol. ^ ' , 

7 Unlimited coverage for anibuiatory tnentai health sc»rvices and some inpatient 
treatment for vmot>ionallv><iisturt>iKi children. .. 

S Ass<>ssment and treatment of children for developmental dis«imbties without 
regard to amount, dtiratit»n or s<.-o|>i'. 

9. lA'gislative sup|K)rt which w(juld alJ.ow the appropriate para professionals and 
others to oflVr outreach S4*rvict^ to thos^^ who are CHAP eligible. 

We .sup[X?rt the f)as.^tge of CHAP to correct the problems encolintertni ujider 
KPSDT. Ihis legislation [)r()vides an up|)ortunity fur us to inve.st in our most 
H'nhuible resource: children While other groups may \>v able to advoc'ate for their 
own medical needs, children can not. Therefort,^ we appreciate your consideration of 
our reconunendations. ^ ' 
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Statiokknt" ok thk AikfuucAN Hospital Association 

The American Hospital Association, which repr^n^ over 6,100 member hoepi- 
tab and health care institutions, as well as more thah 30«000 personal members, 
appreciates this opportunity tc present its views on legislation to e^ablirij a pro- 
gram desired to meet children's health needs. 

We would like to address S. 1204, the Administration's Child Health Assurance 
Program ,(CHAP) proposal, which was introduced by Sen. Abraham Ribicoff (D- 
COnnJ and which is under consideration bV this Subcommittee, This measure seeks 
to improve the health status of over 12 mill lion children whose famili^ or guardians 
have low incomes by providing for a. program of regular health assessment and 
follow-up treatment. In addition, we would like to call' to the Subcommittee's atten- 
tion some of the provisions of H.R, 2461, a CHAP proposal introduced in the House 
of Representatives by Rep, Andrew Maguire (I>N,dJ, The AHA wholeheartedly 
supports such efforts to encourage preventive care and early medical intervention 
on behalf of ckildren. _ * 

Ho«pkals have made significant efforts 'to provide primary care through the 
expansion of outpatient and ambulatory clinic programs. The AHA has expressed 
its support for various legislative programs which would narrow the gape in health 
insurzttice coverage for low income groups through the standardization of eligibility 
and benefits under the Medicaid program, Effprts to improve atrcess to comprehen- 
sive diagnostic and treatment services for low income children are consonant with 
our policies and goals. , 

We believe, however, that any program to improve the health of children should 
consider the full range of issues which will Confront the patients and providers 
involved* Previous federal legislative activities to improve child health have been 
hampered by difficulties in implementatfoh which have frustrated the original 
intent of such efforts. Some of these difficulties include: In terms of prc^ram 
jurisdiction, fragmentation of an3 conflict among different levels of related govem- 
ntetital, as well as private, agencies; failure to provide sufficient financial incentives 
to encourage provider participation in federal prc^rams; failure to target specific 
populations; and lack of adequate data collection for program assessment. 

In the context of our concern for addressing the full spectrum of these and other 
issuelf, we would like to offer the following specific comments and recommendatiotis 
on both S, 1204 and H.R 2461. 

pko<:;ram concerns 

Eligibility 

Criticism of the existing Medicaid program has been directed to the fact that 
significant numbers of economically disadvantaged pers<^ns have^ t^een left without 
adequate health care services due to the uneven eligibility arid varying benefit 
packages of the states. Among the most disadvantaged are children, for whom 
proper diiignosis of adolesi!ent conditions, dental care, immunizations, nutritional 
counseling, and health education could prevent a substantia] amount of chroniq and 
debilitating disease in later life. We support the intent of each of the proposals to 
standardise eligibility requirements among the states so that- children of intact 
families, as well as of single |?an?nt households, wquld be covered under the pro- 
gram. • " 

The AHA urges the Subcommittee- to adopt H.R. 246rs income standards for 
eligibility, which'will bring the^ benefits of basic medical servfc€?s to a greater 
number of children. The extra cc^ts associated with broader eligibility will, we 
believe, be returned manyfold: in the savings from reduction in hospitalization, 
chronic medical care, and lost work tirjie in future years, 

(hniprehen.^iiH> services 

The AHA strongiy supports the screening of eligible children in settings which 
provide a full range of comprehensive diagnostic services. Such settings should also 
provide for necessary treatment in a timely manner, since screening programs are 
of little value unless timely foUow-up care is assured. We feel the overall approach 
of H.R. 24BV is preferable to that of S. 1204: the former bill, in contrast to the latter 
measure, requires state plans to assure the availability of appropriate" support 

.services and places a primary responsibility on all CHAP providers to (1) assure 
necessary corrective treatment, (2) take case management responsibility for assessed 
individuals, and (3) maintain continuing accessibility to participants. Assurance^ of 

'timely and continuous treatment reduce the need for more expensive modes of 
medfcal care^which may become necessary whoii medical conditions reach an emer- 
gent or acute stage, Vve believe this to be one important means of controlling 
medical care costs over the long run. 
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We realize, however, that not all health care providers have the full range of 
diagnostic andj^reatment iiervices in a comprehensive health center. Tliis is particu- 
iarly true in sparsely popuiat«i rural areas. In such circumstailc^ it is appropriate 
that locaT public agencies assist providers in the accomplishment of follow-up s«2tivi- 
ties. It is logical that community agencies will be able to perform this function 
effectively since they generally possess more detailed knowledge of their service 
ai-eas than state agenda. We therefore support the lan^age oT H.R 2461, which 
would allow participating providers to furnish information necessary for follow-up 
actions to local puoiic or nonprofit community health agenci^ as well as the 
designated state agencies. 

Finally, in regard to comprehensive services, we are deeply concerned that S. 1204 
does not specifically include hospitals witliin the definition of ''provider.*' As we 
indicated at the outset, many hospitals have well organized outpatient departments 
and clinical programs designed to provide primary aire service to their communi- 
ties. Indeed, in urban areas, where the shortage of private physicians, has become 
especially acute, hospital putpatient departments are often the only source of con- 
tinuing primary care. Since our tX)mmon goal is to develop a more rational s^tem 
of heeuth care in this country, there should be no question as to the eligibijity of 
this major segment -of primary care providers to participate in the pn^fram. 

Prenatal and postnatal care 

The success of any program to improve child health will depend greatly upon the 
adequacy of efforts to ensure proper prenatal and postnatal care for low income 
expectant mothers. By including screening and appropriate follo\Y-up care for expec- 
tant^ mothers in this pn^ram, Congress will be taking nec^sary steps toward the 
goal of improving the health status of children and reducing further the nation's 
infant mortality rate. . . 

Studies have shown that many environmental and social factors, such as poor 
. housing and the lack of proper nutrition, prevalent among the low income popula- 
tion, are directly linked to a high incidence of physical and mental disabiliti^ in 
infants. In addition, the frequency of alcoholism «id drug abuse in low income 
groups makc^it imperative that expectant mothers^ be screened so that high risk 
pregnancies Can be promptly identified. The identification and treatment of high 
risk pregnancies is a priority concern of many hospitals, physicians, and health 
planners. We believe the CHAP approach to be well suited to the alleviation of 
these concerns. - 

We therefore support the expanded coverage of low mcome pregnant women for 
basic Medicaid services proposed in both S. 1204 and H.R, 2461, AHA also supports 
' the provision in both biils that will help reduce infant deaths and disability by 
providing coverage for infants at birth, in contrast to some current state Medicaid 
programs that begin coverage at six months of age. 

Dental care 

The AHA believes that adequate dental care is an important component of a child 
health program. The problem of dental neglect, and it.s long-term consequences, 
cannot be overestimated. We firmly support the intention of both proposals to 
include dental care for children in a manner comparable to other medical services 
under the Medicaid program. 
Hi^lth education 

' Health education strategies should be an int^^gral part of tl^ CHAP approach. 
Since public awah>ness will be an essential element of the program's success, we 
suggest that the pro|>osais be expanded to provide funds for both national and local 
promotion of public health .education. In addition to traditional health education 
functions, this activity also could- rt»duce the burden on provider resources by 
instructing parents on the appropi-iate use of services. 

The health education strategies should target inforrhation to both the parent and 
the child, It is important that the parent receive information relating to the child's 
growth, development, and health care, in order to provide a more healthy enyiron^ 
men foV the child. Moreover, facts should be made available to assist the child in 
making sound health decisions, thereby reducing dependency on the system. ■ 

An excellent time to provide appropriate health education information is durmg 
the periodic screening of the child; Incremental education mtxJels could be designed 
for implementation by a number of different health professionals. In addition, 
health education should also be a part of any. continuing medical cate that is 

provided. ^ j • -x- ttr-^i. • 

Hospitals have traditionally conducted inpatient cdu^^ation activities. With in- 
creased con^munity emphasis on outpatient and preventive care nrograms, a large 
nunibt*r of ifistitutions have extended their educational programs beyond the hospi- 
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tal, with the result that a substantial cap^ibility in program desigti and administra- 
tion novv^»xistij in community hospitals. It is appropriate that these health educa- 
tion activities, as well as thc»»e traditionally providc*d by governmental and i^olun- 
CriAP^**^^^^ ag^^ncies, be integrated into the comprehensive service provided under 

Immunization efforts 

S. 1204 and il.K. 241il would creati? a national child imniunii&iition eftbrt by 
including inimunizationij among the required asst^ment services. We believe this 
etTort to be import^int and hence wortny of congressional sup^rt. However, we 
^ould point out that the immunization prograrh may be jeopardized by iti5 failure to 
provide patients and providers with adequate indemnification for vaccine-associat^ 
injury, which is a predictable rusk of any widespread vaccination effort. In light of 
the serious economic and legal implications of malpractice actions, providers may 
require assurance of indemnification as a condition of participation in the prc^am. 

Regulatory authoniy ' 

S. l:^)4>and H,R. 24(>1 would grant significant rulemaking authority to the Secre- 
tary of HEW for the implbnientiition of the program. This authority pertiuns to, 
among other things, the specific terms of the child health assessment and the 
definition of otl^*^ required services. AHA believes that it is essential" that the 
r Stvretary s€H.»k broad input from providers, including hospitals^ in the development 
uf thi.^ regulations. Without careful consideration of the effect of the prograniB on 
other provider responsibilities, some provider disincentives may be created. 

For example, if the assi*ssment pjeriixi is too long, providers may be discouragcni 
from [>erforming other prin>xuy care sei'\^ices, such as school or summer camp 
nuKiical reports for their CHAP patients. If the providers relies, on dated assessment 
information. nial^)racticerjiability could arise if a new disease or injury is subse- 
quently discovered. On the other hand, if the provider performs a new assessment 
for these* purposes, re imburs*^Fnent may be denied, since the examination would not 
' be '^timely" in accordanci* with the regulations. Ty avoid such situations, we urge 
the .Sul:>committei? to diiiH:t the Secretary to consult witli provider groups prior to 
the publication of proposixl rules for the programs. 

ADMlNlSniiATIVK CONCIi^RNS 

Finan(-[n^ and fKiyment system provider inceritivi'8 

l^xperii-nee with the financing and payment System utilizfe*d by thv Mi*dicaid 
program is of si* riou.s concern to hospitals. While the entitlement to health bi^nefits 
for, low incon^e individuals hzis resulted in their access to net^<,*d health s<.'i*vices, the 
unevenness of <*ligibility r(>quiremenls and variations in payment methodologies 
among the state^> often havu kn^ to failure of the program to mt^'t the full costs of 
providing hi^h c|uaiity care. 

The existing Medicaid pru^^raru ^x^rrnits some states U) pay less llMti the full costs 
incunred in. rendering services. As, .a consequence of Me^dicaid rate fr(*^.v.es, l>enent 
limitations, and piartial paynuu5t.4 under sonie state f)lans, other hospital! patients 
and third-party payers have, fcSfc|ftH;t, substdizini the costs of st»rvices renderi^ t<j 
Medicaid iHMiefa'iaries. Such ilfiijftitablo circumstances^ could make it difficult for 
providers to participate 1"^ (^HAP'We would like to ;.>oint out that it lias long Ikh-h a 
|K)licy of both providers and the f^qvenunent to avoid a "two^ieri^" health delivery 
system, which may result if a si^nii^u'ant numU^r uf providers are dis<.'ou raged froni 
" serving;; lx*nt»fi('iaries. c ^ 

i\fortK)ver. w(» strongly su f)[H>rt tlu* state plan ret^uireinent of H.H. "J JIjI, which 
sfHH'iHes that agrt'enients with providers must include "terms oi' prompt payment 
and high reimbursement." 

More<.)ver, tiu* nietho<i of paymtMit must rtvoKoi/e the full costs actually, incurreti 
by these Medirtnd patient^?. Arbttrary tW» sche<iuk»s, which are t^>mmo|p^ used by 
the states under some Medicaid programs, do" .nut assure providc^rs that thesr tuil 
costs will b*' niet as uicrease in 'demand and changes in the costs of resourcH*s 
Unciudini^^ new ttH'hnologyJ (K:cur VV(' reconmiend that li^riHMnetits with providers 
s|H\'ify tliat the full reason al>le costs of services provicied for fjro^ram ^beneficiaries 
bt* pi^id. ^ . . 

Increas^'d demand for ^HMiiiitric si'rvices will inevi^iWy rt^ult from a broad scnx»n- 
nig etTort, It has l.H'en (^stimat^Hi that only alKUit one»-sixth of the over 12 million 
childrefi elif^nhje for scrcH'ninK si'rvici^s under the current early fx'ricxiic sor^HMimg 
and diagnostic treatm(nit prograrn actually have IxHni scrc'ened. The inc?*eas<^i case 
load utider a new ami ex[)anded program would come from thn.v sources' il.) < 
patients not pr(*viously (eligible for, or taking part in. the e'xisting st:rce?iing pro- 
^:rani; patients n^ferreti to quaHfled providers witli tlie necestniry diagnostic and 
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treatment servictn* to meet medical care ne€<is; and (3) the provision* of additional 
services to current participants as a resuit of more thorough and comptehensive* 
screeninij and foUow-up requin^ments. • 4' , 

Althoi^h the long-run effect of screening and treatment prw^rns may be a net 
decreasein pediatric inpatient utilization, it must be reco^ized that an increase in 
inpatient volume will also occur from two sources: (1) the treatment m the hospital 
of serious conditions discovered in the initial screening of pr<^am participant^; and 
i2) a demand for follow-up diagnc^tic and corrcn^tive procedures ^hich can only be 
performed ori an inpateint basis. While the former component can befexpected to 
diminish over time, the latterf cannot. * i , 

We are pleased to note that both S. 1204 and H.R. 24b 1 .recognize the need to 
provide adequate financial resource for the program by authorizing an mcreiu^ in 
the fc>deral matching rate for CHAP services. These additional resources will help 
"the states address, fhe demand and payment issues which will also attect provider 

^\^^Vh^*^reg^ believe the approach of H.R. 24()1 to be the most effectived It 

would aulhori7^> a federal matching rate of IH) percent. of expenditures for outpatienf 
i^ervices undt^r the program. S. 1204, the Administrations proposal would add 
percentage |>oint^s,to existing. state assistance levels. However, in those states in 
which Medicaid reimbursement is already seriously inadequate, the addition oi tour 
to twenty-five !)ercentage point^i to the state matching l^2vel mfcy not.be s»^pcient to. 
mv^t the incrt!af«?d number of eligible children.^ Experience has shown tluit when 
state resources are limited, benefitis are maintained at the expanse of provider 
reimbursement levels. Many providerss may not choose to participate li it is per- 
ceivtKi that strite resources will be inadequate to meet the cc^ts oi providmg the 
inereased volume of services. ■ ' 

In order to encourage support from those providers offering comprehensive serv^ 
ices there must also be liS^urances that the additional costs attributable to the 
inmitient component will be adequately reimbursed. For this reason we^urge the 
Subcommittei* to provide an appropriate amount pf additional federal matching for 
inpatient services under this program. We sCVonglv support the intent ofH.R. 24t>l, 
which specifically provides an increase of 10 pcTcentage pointii in the federal medi- 
cal assisUmce level iup to 90 percent) for Amounts exptmded for necessary inpatient 
services under CI TAP. 1 , . , ■ . , r 

As we noted in our discussion of outpatient service reimburs^unent above, howev- 
er this JiKTemental appro^ich may not be sufficient in states with already low 
* reimbursement levels. The incremental approach may result in uneven t refitment, 
and therefore uneven particijxition, of providers In dl^er^nt stat^^s. We therefore 
uri£e the Subcommittt^vto consider the aiternative of esUbhshing a uniform federal 
matching level for inpatient CHAP services. We Ix^ieive that the level of assistance 
must adeiiuatelv reflect the ulhsI in all states to nu^t> the co^t^ oi inpatient caix* 
pmvid^Hi as a result of the assessment program- . . , * r ^ u 

I^th proixDsais would provide Tf) pc^rcent matching for the cost5 of outreach 
services We Ix^lieve this to he an itnix)rtant provision and wholeheartedly support 
its mchision in the 'legislation. RsixKially i^i rural settings, outreach programs (in 
which »rDvici<<n; or community agencies take the initiative m making contact with 
the patient) lire frtH;uently the onlv means of iissunng that thes^^ ^>opui^tions are 
si^rvixi ik'Iieve that outreach activity should a required component of sUite 
chap' planJarid we siKKnficallv supi^rt the language of H.R, 24(il which empha- 
si/i^ the u^>^T)f communitv-biuiHi nonprofit organziations for this purpose. As we 
noted earlier m this statement, we bi^lieve the familiarity of locaP institutions with 
their s<:»rvice area will iissure more erftH.*tive.outreach services. , 

Finally basi^d an our foregoing comments, the AHA also supports the provision in 
H H which rcHjuires the Secretary ol^ HEW to study provider participation in 

CHAP and methods for improving that participation. We Ix^lieve both providers and 
program Ix^nefloaries will In^nefit greatly from such a study. 

AUu^d health prnfl^Hsia 

hr order to encuurage efficii-nt and Lxmamical provision of twrm-es under the 
nroL'ram the AHA In-lieves that the legislation should sfxfifically wdpgsnw' the role 
th it nurse practitioners and physician extendt'rs can play i^i somt; wret-iung and 
follow-up activities. We suggest ih^t the state plans encourage, to The extent jx-rtnis- 
sible uiide^ -state iaw, the participation of allied health personni'l m C HAI , 
CiM)nlin(ih()ii u ith olhvr pnif^ra'rns » ^ 

A number of programs receiving lederal support provide related ^«:ryices^ tor 
ehildren, amon^' them various health, nutrition, apd s<K-ial services^ V''',.^."'i 
H.liove« that the legislation should provide for the admuustrativt* and d.nica 
awrditiation-of CHAP and other federal programs for- the provision of health and 



if 9 



■ . ■ 146 

.related ^ial siervic^io childn?n. 8uah coordination would me^urabf^^. increase the 
combined impact of the uervia^ on the target population and decrease administra- 
tive qpets, . ' » 

To that -endv we support' the provisions of H.R. 2461 which require the statee to 
assure such coordination and require Jife ^retary of HEW to report to the Con- 
gress on the coordination of CHAP, Medicaid, the maternal and child health pro- 
-ams, and other federal programs. * ' 

•• . ' • • • • • ♦ • , 

We appreciate the opportunity to present our views on S. 1204, as well as H,R. 
2461, the intent of which we support. We will be pleased to provide any additional 
information or assistance the SuDconimittee requests. 
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